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For the first time in history, the average expectation of 
the duration of human life at birth has passed the Biblical 
mark of three score and 10 years. This applies to a girl 
born in the United States today; a boy has an expectation 
of about five years less. This sex difference in longevity 
is a characteristic found throughout the animal kingdom 
and may prove to be an insurmountable law of nature. It 
is gratifying to know, however, that the duration of hu- 
man life has steadily and rapidly increased during the 
past two generations for both sexes. Coincident with our 
gaining control primarily over the infectious diseases in 
the majority of persons, both young and old, a heavy 
responsibility has devolved on us to study and to lessen, 
as far as we are able, the progress and effects of the 
chronic, so-called degenerative diseases, mainly those 
involving the heart and blood vessels, in the earlier old 
age decades as well as to combat malignant neoplastic 
disease. If we can eventually make possible the mainten- 
ance of reasonably good health in our fellow citizens up 
to the age of perhaps 90 and can utilize their accumulated 
experience, knowledge, and wisdom, the world will be a 
better place in which to live. In order to make a start in 
this worth-while, indeed essential, effort, we must estab- 
lish a baseline of knowledge of the incidence of diseases 
in the aged, for adequate information in this area is still 
very scanty. This paper is an initial effort to record more 
accurate data on the incidence of the diseases of older 
persons than have been hitherto available. 

At the time this study was finished and was ready for 
publication (January, 1950), we had found only one 
reference in the literature that was in any way related 
to our work—an article published in 1949 by Trevor 
Howell.! He reported the pathological observations in 
240 patients who were 80 years old and over made in a 
large general hospital in London. No comparisons were 


made by him between data for this group and those of 
other age decades. As an illustration of the paucity of 
such studies in the literature he quotes Sherlock Holmes: 
“I have no data yet. It is a capital mistake to theorize 
before one has data. Insensibly one begins to twist facts 
to suit theories, instead of theories to suit facts.” It was 
this lack of data in the literature that held up our publi- 
cation of this article. We believed our inability to find 
any references in the literature pertaining to our work 
was due to the lack of a proper search, so we continued 
searching. 

In a recent article entitled “Morbid Anatomy of Old 
Age,” Trevor Howell begins by saying, “There is as yet 
little knowledge concerning the morbid anatomy found 
in aged patients.”* In this article he reports the patho- 
logical observations in 25 patients aged 90 or over and 
in 90 patients between the ages of 80 and 89. In both 
series he deals with the description of the pathological 
conditions. He makes no comparisons between the pa- 
tients of different decades nor between men and women; 
however, it is a worth-while study, and the cumulative 
reports of such studies, we believe, will be of great value 
in the future. 

Rosenthal and Feigin * give no statistical data on their 
observations in patients of different age groups. On the 
other hand, they quote Philo, who, in the same hospital, 
studied cancer of the prostate in 1,081 patients on whom 
autopsies were done. He reported his observations ac- 
cording to the patients’ ages by decades from 40 years 
old and over, thus providing material for comparison. 
Monroe * recently published a survey of the records of 
the patients 61 years old and over who were treated at 
the Peter Bent Brigham Hospital from its opening in 1913 
to 1943. Although he states that some of the information 
given in the records was verified by autopsy, his report is 


Read before the Section on Biology and Medicine at the Second International Gerontological Congress, St. Louis, September 11, 1951. 


1. Howell, T.: Old Age, Geriatrics 4: 281, 1949. 
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not a study of the morbid anatomy of old age but is 
primarily a clinical survey. It has the disadvantages in- 
herent in all clinical as compared with pathological ob- 
servations. The gap between the two has been pointed 
out by many authors. The value of autopsy observations 
is well recognized, and if knowledge of the morbid anato- 
my of old age is desired, it is necessary to turn to these. 
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Fig. 1.—Summary of incidence, by decades, of the underlying and con- 
tributing causes of death, as indicated in autopsy protocols, in 1,251 men 
and women 50 years of age and over. The percentage column refers to 
the percentage of the total number of patients in each decade. 
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PURPOSE OF THIS STUDY 

The present study consists of an analysis of 1,251 
consecutive autopsy protocols of patients from 50 to 90 
years of age done in two general hospitals in Boston— 
the Boston City Hospital and the Massachusetts General 
Hospital. The purpose of the study was to find the cause 
or causes of death and coincidental pathological condi- 
tions in the aged and in what way these lesions vary from 
decade to decade and how they differ between men and 
women. We have paid special attention to the heart and 
cardiovascular-renal systems, noting also blood pressure 
data and clinical diagnoses. The chief aim of this study 
was not to bring out discrepancies between the clinical 
and pathological observations, but rather to ascertain 
the prevalence of various abnormalities in the upper age 
groups. It is to be hoped that future studies of clinical 
histories (personal and familial), mode of life, habits, 
and diet of old persons who show no or minimal athero- 
matous changes of the blood vessels, coronary heart dis- 
ease, or kidney disease, as compared with those that 
show such lesions, may throw some light on the etiology 
of these important changes and on how they can be 
avoided. 

We realize that the total number of cases in each group 
is not large enough for the purpose of complete statistical 
analysis in every detail, especially because of the numer- 
Ous categories into which the pathological observations 
have been divided; nevertheless, the findings are of suffi- 
cient interest to make their publication worth while. The 
trend is sufficient to indicate the desirability of continu- 
ing such a study in numbers adequate to be of more 
statistical value. This should be considered a preliminary 
report. 


J.A.M.A., Aug. 16, 1952 


METHOD AND MATERIALS 


The autopsy protocols were studied in detail, and the 
descriptions of the heart, blood vessels and kidneys and 
various other pathological observations were noted, in 
addition to the “final diagnoses” as given. This afforded 
us the opportunity to record the degree of the various 
pathological conditions, whether minimal, moderate, or 
marked, and also the observations in relation to extent 
of involvement, whether bilateral or unilateral. In the 
case of malignant disease, the actual primary site and 
the type of the new growth were noted. The clinical 
observations and diagnoses given as part of the autopsy 
protocols were also noted. This detailed study was made 
to provide data to enable us in the future to study each 
system and report on the observations for each in a more 
detailed manner, the present publication being a con- 
solidated report of the total findings. 

The patients are divided according to sex and age by 
decades. There were 313 patients in their sixth decade, 
340 in their seventh, 286 in their eighth, and 312 in their 
ninth. There were 731 men and 520 women, a ratio of 
about 7 to 5, important to remember in estimating sex 
differences. They are further subdivided according to 
heart weights, 1. e., men with normal heart weights (less 
than 350 gm.) and with abnormal heart weights (350 
gm. and over) and women with normal heart weights 
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Fig. 2.—Summary of the results of pathological examination of the 
hearts of the 1,251 patients whose autopsy protocols were analyzed. The 
figures below each graph indicate the number of patients in each category. 
(See figure 1 for the legend.) 


(less than 300 gm.) and with abnormal heart weights 
(300 gm. and over). While there may not seem to be 
any correlation between various pathological conditions 
and heart weight or even abnormal heart conditions, the 
only way to determine whether such a correlation exists 
is to make a systematic investigation of the possibility. 
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RESULTS 


The figures show the detailed results of this study. 
These graphs reveal at a glance the differences in the 
pathological conditions seen in patients of various age 
groups and between those with normal and abnormal 
heart weights. They also permit comparison of the data 
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Fig. 3.—Incidence of coronary sclerosis in the 1,251 patients whose 
autopsy protocols were analyzed (arranged as in figure 2). 


on men and women of similar decades who had similar 
heart conditions. The “direct causes of death’ vary with 
the conditions, circumstances, and environment of each 
patient; it would be futile to attempt their classification, 
and it would serve no useful purpose. On the other hand, 
the prevalence of the important “underlying and con- 
tributing causes of death’’® in the aged, as we found them 
in our study, is worthy of being recorded. In order of 
frequency of occurrence, the cardiovascular diseases 
head the list, followed by chronic vascular nephritis, 
which in reality should be included among the cardio- 
vascular diseases. Pneumonia, chiefly brenchopneu- 
monia, comes next, followed by cancer, liver and gall- 
bladder diseases, tuberculosis, cerebral hemorrhage and 
other brain diseases, and, last, gastric and duodenal 
ulcers (fig. 1). 

The percentage of patients with normal heart weights 
decreased steadily with advancing age in both men and 
women, making up 40% of all patients in their sixth 
decade and only 25% of patients in their ninth decade 
(fig. 2). These observations do not bear out the conten- 
tion made by Korenchevsky at the Second International 
Gerontological Congress in St. Louis that the heart of 
senescence is a smaller heart than the heart of young 
adulthood. The explanation of this discrepancy may be 
the fact that Korenchevsky was dealing with young and 
old animals that did not die of natural causes but were 
killed at stated intervals, while we are dealing with hu- 
mans who did die of natural causes. Conditions of sen- 
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escence in humans terminating in death are associated 
with some form of disease, usually of the cardiovascular- 
renal system; such a disease by its very nature would tend 
to cause enlargement of the heart. Hence, the results of 
animal experiments of the past cannot be applied satis- 
factorily to a study of aging humans. 

Cardiovascular Diseases.—The cardiovascular-renal 
lesions, in particular coronary sclerosis, aortic athero- 
sclerosis, and vascular nephritis, are the diseases most 
frequently seen in the advanced age groups (fig. 1). The 
number of patients with coronary sclerosis (fig. 1) in- 
creased with advancing age from 144 (46%) of 313 
patients in their sixth decade to 262 (84% ) of 312 pa- 
tients in their ninth decade. The number of patients of 
both sexes with only minimal coronary sclerosis (fig. 3) 
rose sharply in the ninth decade as compared with the 
other three decades. Of those patients whose condition 
was graded as moderate, the largest percentage of both 
sexes were in their eighth decade, while of those with a 
condition graded as marked with calcification, the largest 
percentage again were in their ninth decade. There was 
a sharp rise in the incidence of coronary sclerosis in the 
women from the sixth (38% ) to the seventh and eighth 
decades (64% and 76%, respectively) in contrast to the 
steady increase in its incidence in the men (fig. 3). The 


MALE 
HEART WEIGHT LESS THAN 350 GM. BY DECADES gih 
8 


83 53 46 
AORTIC ATHERO- garic RO- ARTERIOSCLEROSIS, SYPHILITIC SYPHILITIC 
CLEROSIS AL GENERAL CARDIOVASCULAR ORTIC 
a 


ALCIPICATION) 


£53 47 20 17 10 14 26 29 13 12 @ § 3 


HEART WEIGHT 350 GM, AND OVER, BY DECADES oth 


* 107 «134 #117 


18 35 40 24 6624 
FEMALE 


HEART WEIGHT LESS THAN 300 GM,, BY DECADES 7 gih 
44 37 30 33 


ww 50 66 40 68 24 38 49 43 


we 24 2512 8 4 10 16 24 2 12 15 10 zs £ 4 0203 
HEART WEIGHT 300 GM, AND OVER, BY DECADES gih gin 
82 86 95 16 


8 26 38 5i 


F 4) 42 50 65 


19 17 38 24 + 204 4 


Fig. 4.—Incidence of diseases of the aorta and other arteries in the 
1,251 patients whose autopsy protocols were analyzed (arranged as in 
figure 2). 


persistence of the effect of female hormone activity into 
the sixth decade may conceivably explain the delay of the 
onset of coronary sclerosis in women, as was pointed out 


by Davis and Klainer.°® 


5. Physicians’ Handbook on Death and Birth Registration, ed. 10, 
Federal Security Agency, United States Public Health Service, 1949. 

6. Davis, D., and Klainer, M. J.: Studies in Hypertensive Heart Dis- 
ease: 1. Incidence of Coronary Atherosclerosis in Cases of Essential 
Hypertension, Am. Heart J. 19: 185, 1940. 
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Myocardial infarcts were found in only 2.5% (6 men 
and 4 women) of the 406 patients with normal heart 
weights, although 47 others (28 men and 19 women) 
showed myocardial scarring; in contrast, 13% (70 men 
and 42 women) of the 845 persons with abnormal heart 


MALE 


th th th th 
THA M., BY DECADES 6 7 8 9 
HEART WEIGHT LESS THAN 350 GM., 83 e333 a6 


MITRAL AORTIC 
CALCIFICATION CALCIFICATION 


MITRAL VALVE AORTIC VALVE MITRAL 


5 A VER DECADES 7th 
HEART WEIGHT 350 GM ND OVER, BY iO? 106 


- 3 8 10 14 10 18 12 13 


FEMALE 


HEART WEIGHT LESS THAN 300 GM., BYDECADES git 
4 37 30 33 


44 4 o 4 1:1 3 
HEART WEIGHT 300 GM, AND OVER, BYDECADES 7th git oth 
82 86 95 


Oo 4 12 


ZZ 
9 @7 76 3 7 18 22 30 


Fig. 5.—Incidence of valvular sclerosis in the 1,251 patients whose 
autopsy protocols were analyzed (arranged as in figure 2). 


weights had myocardial infarcts, and 197 more (114 
men and 83 women) showed myocardial scarring. Myo- 
cardial infarcts and scarring occurred with little differ- 
ence in frequency in patients in all four decades (fig. 2). 

Aortic atherosclerosis without calcification (fig. 4) 
decreased in frequency of occurrence in successive de- 
cades in both men and women with hearts of normal 
weight; for example, it occurred in about 65% of the 
men in their sixth decade compared with 40% in their 
ninth decade and in about 60% of the women in their 
sixth decade compared with 28% in their ninth decade. 
Aortic atherosclerosis with calcification, however, in- 
creased in occurrence in successive decades in both men 
and women with normal heart weights, increasing from 
12% of the men in their sixth decade to 55% in their 
ninth and from 10% of the women in the sixth decade to 
75% in their ninth. There was much less difference in 
the incidence of aortic atherosclerosis either among the 
decades or between the sexes in patients with increased 
heart weights. 

Valvular sclerosis with or without calcification, especi- 
ally basal, (fig. 5 and 6) was seen occasionally, occurring 
increasingly with advancing age. It occurred in either the 
mitral or the aortic valve or, more frequently, in both, 
whether or not the heart weight was increased. Recog- 
nizable rheumatic heart disease was rare, being diagnosed 
in only 16 (5% ) of 313 patients in their sixth decade, in 
17 (5% ) of 340 patients in their seventh decade, in 10 
(3.5% ) of 286 patients in their eighth decade, and in 
8 (only 2.5% ) of 312 patients in their ninth decade. 

Hypertension in slight degree was not a rare condi- 
tion, especially in the case of persons with hearts that 
were heavier than normal, but it did not vary much in 
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occurrence either in the decades or between the sexes. 
There were 165 (13.2% ) patients with slight hyperten- 
sion and abnormally heavy hearts and only 33 (2.5% ) 
with slight hypertension and hearts of normal weight. 
Fewer patients had moderate hypertension, which again 
was much commoner among those with heavier hearts, 
116 (9%) patients being affected, than among those 
with hearts of normal weight, 18 (1.5% ) patients being 
affected. Marked hypertension was rare in these older 
age patients, confirming the clinical impression that 
malignant hypertension is a disease primarily of youth 
and middle age; it occurred in only 35 patients (2.8% ) 
altogether, of whom all except 2 had abnormally heavy 
hearts and only 23 were over the age of 60. 

Cerebral vascular accidents occurred oftenest in pa- 
tients under age 70, affecting 67 (5.4% ) patients alto- 
gether, only 21 of whom were over 70. Only 2 of the 
latter 21 patients had hearts of normal weight, but 24, 
or slightly over one-half, of those under age 70 had 
hearts of normal weight. The cases were about evenly 
divided between the sexes, occurring in 35 men and 32 
women. Acute pericarditis was seen in 100 (8%) pa- 
tients in all, of whom 66 were men and 34 were women. 
All decades were represented, from 22 patients in the 
sixth to 23 in the ninth, but there was a considerable 
minority of patients (only 19 of the 100) whose hearts 
were not overweight. Cardiovascular syphilis (fig. 4) was 
Surprisingly rare, being found in only 51 (4% ) patients 
altogether. Forty of the patients were men, and only 20 
patients had hearts of normal weight. Only 3% (23 men 
and 15 women) of the total number of patients had 
aortic aneurysms. 
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Fig. 6.—Incidence of valvular sclerosis and rheumatic heart disease in 
the 1,251 patients whose autopsy protocols were analyzed (arranged as in 
figure 2). 


Nephrosclerosis was common, being diagnosed in 460 
(37% ) patients. Its prevalence increased with increasing 
age, occurring in 71 patients in their sixth decade and in 
171 in their ninth. There was no appreciable difference 
in its occurrence in the sexes (remembering that men 
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outnumbered women in the total series 7 to 5), 249 men 
and 211 women being affected. There were 121 (about 
25%) of these patients whose hearts were not over- 
weight. In contrast to arteriosclerotic nephritis (nephro- 
sclerosis), other kidney diseases were relatively rare. 
There were only 16 patients who had nephritis as such 
and 105 who had pyelonephritis, of whom 68 were men 
and 37 were women. Cystitis occurred in 134 (11%) 
patients, and was seen more often in the men (86) than 
in the women (48). 

Noncardiovascular Diseases.—Ot noncardiovascular 
diseases, bronchopneumonia (fig. 1) occurred oftenest, 
affecting a total of 449 (36%) patients, the number 
affected increasing with increasing age from 81 in their 
sixth decade to 147 in their ninth. There was an uneven 
sex distribution, with 270 men and 179 women affected. 
Lobar pneumonia was relatively rare; there were only 
51 (4%) cases altogether, 38 in men and only 13 in 
women. Next in prevalence was cancer (fig. 1), with 303 
(24% ) patients affected, 68 in their sixth decade, 83 in 
their seventh, 85 in their eighth, and 67 in their ninth. 
The distribution of cases by sex was even for the series, 
with 167 in men and 136 in women. The majority of 
these patients (160) had hearts of normal weight or 
below. Active tuberculosis (fig. 1) was rare, occurring 
in only 117 patients altogether, with 39 in their sixth 
decade, 30 in their seventh, 34 in their eighth, and only 
14 in their ninth. It was commoner in the men (78) than 
in the women (39) and occurred oftener in persons with 
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normal heart weight (71) than in those with abnormal 
heart weight (46). 

Blood diseases, chiefly anemia, were rare, affecting 
only 35 patients altogether, 22 women and 13 men. 
Cirrhosis of the liver was rare, occurring in 107 patients 
(64 men and 43 women). It was commonest in patients 
in their sixth decade (35) and showed no particular re- 
lation to heart weight. The occurrence of cholecystitis 
increased with increasing age, affecting 17 patients in 
their sixth decade, 37 in their seventh, 43 in their eighth, 
and 61 in their ninth. Women were affected oftener than 
men, numbering 100 and 68, respectively. Peptic ulcers 
(fig. 1) were rare. Only 43 patients (29 men and 14 
women) had duodenal ulcers, and only 39 (22 men and 
17 women) had gastric ulcers. The total of 82 patients 
made up only 6.5% of the entire group. 


CONCLUSION 

This survey of 1,251 autopsies of aged persons has 
brought to light some well known and some rather sur- 
prising indications of disease incidence in old persons. 
This study indicates the need for further analyses of this 
sort to establish a firmer foundation for the appraisal of 
measures for the medical care and the prevention of dis- 
ease in the increasing number of old persons. Social, 
economic, and educational as well as medical advances 
are to a certain degree dependent on this increasing 
knowledge. 


264 Beacon St. (Dr. White). 
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RESULTS OF TREATMENT WITH SUBDIAPHRAGMATIC VAGUS RESECTION AND GASTRO- 
ENTEROSTOMY; INTERIM REPORT 


Stanley O. Hoerr, M.D., Charles H. Brown, M.D., Eugene W. Rumsey, M.D. 


George Crile Jr.,M.D., Cleveland 


The physiological basis for the use of vagotomy in the 
treatment of duodenal ulcer rests on two findings: (1) 
patients with duodenal ulcer have increased nocturnal 
gastric secretion of hydrochloric acid and (2) com- 
plete vagotomy abolishes the increased secretion.' Ex- 
cellent clinical results from the use of subdiaphragmatic 
vagotomy with gastroenterostomy in duodenal ulcer have 
been reported by Dragstedt, Crile, and others.* An un- 
published report of a nation-wide survey conducted by 
the vagotomy committee of the American Gastroenter- 
ological Association in 1950 cited excellent results from 
the operation in nearly 98% of the patients. Other re- 
ports have indicated an unsatisfactory experience with 
the operation, and the 1951 report of the committee 
mentioned above was less impressive than that of the pre- 
ceding year, although there were still about 94% of 
patients satisfied with the results of the operation.’ . 

Because of these conflicting views, further studies on 
the long-term results of the operation are desirable to 


form a basis for critical comparison with results from . 


other procedures, such as gastric resection. In this con- 
nection, a report of the present condition of 147 patients 
who have been followed from two to four years after 
vagus resection with gastroenterostomy for duodenal 
ulcer is presented. 


From the Cleveland Clinic Foundation and Bunts Educational Institute. 

1, Levin, E.; Kirsner, J. B.; Palmer, W. L., and Butler, C.: A Com- 
parison of the Nocturnal Gastric Secretion in Patients with Duodenal 
Ulcer and in Normal Individuals, Gastroenterology 10: 952 (June) 1948. 
Woodward, E. R.; Harper, P. V., Jr.; Tovee, E. B., and Dragstedt, L. R.: 
Effect of Vagotomy on Gastric Secretion in Man and Experimental Ani- 
mals, Arch. Surg. 59: 1191 (Dec.) 1949. 

2. Dragstedt, L. R., and Camp, E. H.: Follow-up of Gastric Vagotomy 
Alone in the Treatment of Peptic Ulcer, Gastroenterology 11: 460 (Oct.) 
1948. Crile, G., Jr.: Surgical Treatment of Duodenal Ulcer: A Comparison 
of Results of Treatment with and without Vagotomy, Rev. Gastroenterol. 
17: 781 (Sept.) 1950. Orr, I. M., and Johnson, H. D.: Vagotomy for 
Peptic Ulcer: Indications and Results, Brit. M. J. 2: 1316 (Dec. 10) 1949. 

3. Jordan, S. M.: Present Status of Vagotomy, in Sandweiss, D. J.: 
Peptic Ulcer: Clinical Aspects, Diagnosis, and Management, Philadelphia, 
W. B. Saunders Company, 1951, p. 539. Walters, W., and Fahey, M. M.: 
Vagotomy: Immediate Results in 28 Cases and Later Results in 68 Cases, 
Proc. Staff Meet., Mayo Clinic 24; 501 (Sept. 28) 1949. Healy, M. J., Jr., 
and Sauer, P. K.: Some Limitations of Vagotomy in Treatment of Peptic 
Ulcer: Critical Follow-up Analysis of 50 Cases, Ann. Surg. 130: 985 
(Dec.) 1949. 
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MATERIAL 


The study is based on the hospital records and the 
answers to questionnaires received from a group of 147 
patients who were operated on between September, 1946, 
and March, 1949, at the Cleveland Clinic Hospital. 
Since seven additional patients operated on during this 
period could not be traced, the follow-up is 95% com- 
plete. Two years had elapsed since operation for 78 pa- 
tients, three years for 53, and four years for 16. These 
patients had physical evidence of a duodenal ulcer at the 
time of laparotomy in nearly every instance; in the few 
cases in which it was not demonstrated, there was roent- 
genographic evidence together with a consistent clinical 
history. The questions submitted to the patients were as 
follows: 

1. Have you had any recurrence of ulcer pain since your 
operation? 

2. Have you had any other abdominal distress? If so, describe. 

3. Have you had any diarrhea? If so, how many stools a day 
on the average”? 

4. To your knowledge, has hemorrhage from the stomach 
occurred since operation? 


TABLE 1.—Age Distribution of Patients 


Age, Yr. No. of Patients 


TABLE 2.—Duration of Symptoms 


Duration, Yr. No. of Patients 


5. What is your present weight? 

6. How is your appetite (good, fair, poor)? 

7. Are you satisfied with your operation? 

8. Are you able to work or perform your usual duties? 

Table 1 gives the age distribution. It will be noted that 
approximately half the patients were less than 50 years 
of age. Some believe that in the older patients a gastro- 
enterostomy alone will give a good clinical result but that 
in the younger patients a high incidence of marginal ul- 
ceration is to be expected if a vagotomy is not performed 
at the same time. (The experience of the Cleveland Clinic 
is that age is not an important factor in the development 
of marginal ulceration.) Table 2 shows the duration of 
symptoms. It may be seen that ulcer symptoms had ex- 
isted for many years in the great majority of patients and 
that these patients, by inference, had had years in which 
to try the effects of a medical regimen. 


INDICATIONS FOR OPERATION 
A review of the records of the 147 patients shows that 
the indications for surgery were strict. The percentage 
of patients who are operated on for duodenal ulcer and 
its complications at the Cleveland Clinic, in comparison 
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with the total number treated for this disease, has re- 
mained remarkably constant in recent years, varying 
from 10% to 15%. During the period studied, approxi- 
mately 13.5% of the patients with duodenal ulcer were 
treated surgically. The policy at the Cleveland Clinic has 
been to regard duodenal ulcer as fundamentally a “med- 
ical” disorder and to recommend surgery only for those 
patients who have had one or more of the major compli- 
cations or who have had repeated and incapacitating re- 
currences of activity of the ulcer. 

Table 3 lists the primary indication for surgery, as well 
as previous complications and weight loss in each main 
group. It is seen that in the group of 75 patients operated 
on primarily for “intractability” there were 11 who gave 
a history of hemorrhage from the ulcer; eight had a history 
of a previous perforation, and two had had obstruction. 
When these 21 patients are added to the 56 who were 
operated on for obstruction and 14 who were operated 
on for hemorrhage, the number of patients who had had 
One or more of the major complications of ulcer totals 
91 (63%). The 14 patients who were operated on be- 
cause of hemorrhage had surgery during a quiescent in- 
terval. (Vagus resection with gastroenterostomy is not 
advisable during active bleeding; if emergency surgery 
must be done, the procedure of choice is a direct ligation 


TABLE 3.—IJndications for Operation 


Other Complications, No. of Patients 
— 


Weight Previous History of 
Loss ot - AN ~, 
Principal Reason No. of 10 Lb. Hemor- Obstrue- Per- 
for Surgery Patients (4.5 Kg.) rhage tion foration 
Intractability......... 75 6 11 2 
Obstruction........... 22 15 5 
Hemorrhage.......... 14 2 ee 1 0 
2 1 Oo 0 0 


of the bleeding vessels in the ulcer bed and a subtotal 
gastric resection.) The two patients in whom operation 
was undertaken for suspected neoplasm had roentgen- 
ographic evidence suggestive of gastric carcinoma, the 
duodenal ulcer in these two was disclosed at operation. 


OPERATIVE PROCEDURE 

The operation carried out on these patients was a sub- 
diaphragmatic division of the vagus nerves (segments 
always being sent to the pathologist for subsequent mi- 
croscopic verification ), together with any accessory fibers 
that could be found, and a short loop posterior gastro- 
enterostomy. During the period covered by this report 
other operative procedures were performed for duodenal 
ulcer, but these are not included in this analysis. The 
largest group comprised some 50 patients who had va- 
gotomy and a pyloroplasty instead of a gastroenteros- 
tomy. There were a few who had a gastric resection with 
the vagotomy, several who had only a vagotomy without 
an accompanying drainage operation, and three instances 
of unilateral vagotomy among the earliest cases in which 
a posterior branch of the vagus was not found. 

In a series of 397 patients undergoing the procedure 
through Oct. 1, 1951, there were two operative deaths, 
a mortality rate of 0.5%. There have been no deaths in 
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the last 159 patients. It would seem that operative mor- 
tality should not exceed 1%. 


POSTOPERATIVE DIARRHEA 

It is difficult to ascertain the significance of diarrhea 
from answers to the questionnaires (table 4). In only 
four patients was the diarrhea a troublesome daily event, 
and in at least one of these patients diarrhea had existed 
before the operation. 

RESULTS 

It is worth while noting that the routine management 
of these patients after operation did not include ant- 
acids or antispasmodics. After six weeks on a bland diet, 
the patient is told he may eat when he pleases and what 
he pleases, and smoking or drinking in moderation is per- 
mitted. This is in sharp contrast to the rigid ulcer sched- 
ules employed by some surgeons after a gastric resection 
for duodenal ulcer. 

Very strict criteria were employed in the appraisal 
(see figure). An “excellent” result means that the patient 
has no gastrointestinal complaints, takes no medicaments, 
follows no dietary restrictions, pursues his regular occu- 
pation, and himself regards the operation as an unquali- 
fied success. In this classification there were 101 patients 
(69% ). Nine of these patients recorded a very occa- 
sional, mild diarrhea, which required no treatment. 


4.—Incidence of Diarrhea After Operation 


No. of Patients 
Mmfvequent GGG mild. 11 
Transient (in hospital 3 


Degree Diarrhea 


A “good” result was one in which the patient had 
occasional vague digestive complaints, such as gas, bloat- 
ing, Or upper abdominal distress. Ulcer pain was not 
present. Regular medication was not needed, and the 
usual occupation could be followed. Some of these pa- 
tients undoubtedly suffer from the irritable colon syn- 
drome, and some are mild neurotics who would never be 
in excellent health under any circumstances. All these 
patients regarded themselves as improved by the oper- 
ation, and all but a few were completely satisfied. When 
“good” results are added to the “excellent” results, there 
are 132 patients, or 90% , in whom the operation may be 
termed successtul. 

Five patients continue to have partially incapacitating 
gastrointestinal disturbances, but so far as we could 
determine there was no clinical evidence of recurrent 
ulceration. These were classified as “improved.” Psychic 
factors seemed to play a large role in the unsatisfactory 
result. 

There are 10 patients in whom treatment failed. Four 
of these patients had subsequent operations, resulting 
in the relief of symptoms in two, the condition in four 
of the remaining six is satisfactorily controlled with a 
medical regimen. There are thus four whose present con- 
dition as it relates to the ulcer is unsatisfactory. Failure 
was felt to be due to a mechanically imperfect stoma in 


three, to an incomplete vagotomy in one, to the dumping 
syndrome in one, and to severe psychoneurosis in one; in 
four instances, the reason was not clear. In 6 of these 10 
patients, the presence of a marginal ulcer was proved 
roentgenographically, was seen at a secondary operation, 
or could be inferred from the clinical course. 


COMMENT 

Although gastric resection has proved of value in the 
treatment of duodenal ulcer, the continued search by 
surgeons for alternative procedures is evidence that it is 
not a perfect solution. The principal objections to gastric 
resection are two: 1. It is an intrinsically hazardous pro- 
cedure, which inthe hands of master surgeons still carries 
a mortality rate of 2% to 4%. The mortality in the hands 
of the average surgeon can only be conjectured, but it is 
certainly much higher. 2. Many patients who have had 
two-thirds or more of the stomach removed cannot be 
considered “normal” from a digestive standpoint. While 
the patients are free from ulcer symptoms and the com- 
plications of ulcer, the majority of careful investigators 
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SATISFACTORY UNSATISFACTORY 


Summary of results of surgical treatment of duodenal ulcer in 147 
patients. 


find that, after gastrectomy, a substantial proportion of 
patients fail to regain their normal weight and often 
suffer in some degree from “stomach consciousness,” 
anemia, malnutrition, or the dump syndrome, or must 
follow a restricted diet. The fact that these discomforts 
usually are insignificant in comparison with the symptoms 
for which the patient had his operation may lead both 
surgeon and patient to treat them lightly. The surgeon 
performing a gastric resection for duodenal ulcer still 
faces a delicate problem: the less stomach he removes, 
the more likely is recurrence of ulceration; while the more 
stomach he removes, the more likely is the occurrence of 
other sequelae. 

The initial appeal of vagus resection was tremendous, 
since it appeared to answer both the objections to gastric 
resection, in offering a substantially 'ower mortality rate 
and in leaving intact the entire digestive tract. As so often 
occurs with new procedures, time was necessary to estab- 
lish certain shortcomings. It is now clear that transthor- 
acic vagotomy has at best a very limited usefulness, since 
it prevents an accurate operative diagnosis of gastro- 
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duodenal pathological changes and also results in a high 
incidence of persistent gastric retention. It has likewise 
become clear that vagus resection has no place in the 
surgical treatment of gastric ulcer (in which gastric re- 
section is almost invariably indicated ) or in the treatment 
of gastritis or gastric neuroses. It may also be regarded as 
established that, in the treatment of duodenal ulcer, a 
vagus resection should not be performed without an 
accompanying drainage operation. Yet, failures resulting 
from the practices noted above are still cited as evidence 
that vagotomy has no place in the treatment of duodenal 
ulcer. Some authors lump together gastric ulcer, duodenal 
ulcer, and marginal ulcer as if they were the same disease 
and may even confuse the issue further by failing to 
separate the procedures done with the vagotomy, such as 
gastroenterostomy, pyloroplasty, or gastric resection. 
When the data are broken down to cases of a specific 
lesion (i. e., duodenal ulcer) for which a specific oper- 
ation was performed (i. e., vagotomy with gastroenteros- 
tomy) the number of failures often becomes too small 
to be of significance. 

We feel that some of the surgeons currently condemn- 
ing vagotomy with gastroenterostomy on the basis of 
personal experience may have used the operation in a 
selective way without realizing the consequences of such 
selection. For example, a surgeon who finds little or no 
evidence of an ulcer at operation is usually unwilling to 
perform a gastric resection but may decide to perform a 
vagotomy with gastroenterostomy rather than do nothing. 
Results in such borderline cases are almost always poor, 
since the symptoms are usually due to some other con- 
dition. If the surgeon habitually performs a gastric resec- 
tion for a real pathological condition, and vagotomy for 
a questionable pathological condition, he is bound to be 
disappointed with his results from vagotomy. 

Many experienced surgeons who regard gastric resec- 
tion as the procedure of choice contented themselves in 
the prevagotomy days with performing a simple gastro- 
enterostomy for duodenal ulcer in patients in whom old 
age, obesity, serious coexistent disease,‘ or technical 
difficulties rendered gastrectomy unduly hazardous. 
Under similar circumstances some now add vagotomy 
to the gastroenterostomy. This is undoubtedly a sound 
and conservative surgical practice and should yield good 
clinical results, but it may produce misleading statistics 
and a deceptively low mortality rate for gastric resection. 
More studies of consecutive series of patients surgically 
treated for duodenal ulcers are needed for proper evalu- 
ation of the two procedures. 

Finally, it is certain that many surgeons have been 
discouraged by a high incidence of persistent gastric re- 
tention following vagotomy with gastroenterostomy. We 
feel that certain technical details in the placement and 
execution of the gastroenterostomy have great bearing on 
this point, as emphasized by one of us (G. C.).* These 
details have received insufficient emphasis in the litera- 
ture. We shall give this matter further attention in a 
subsequent publication. In our hands, the supplementary 
gastroenterostomy has proved superior to a pyloroplasty. 


4. Crile, G., Jr.: Technique of Vagotomy and Gastroenterostomy in the 
Treatment of Duodenal Ulcer, Surg., Gynec. & Obst. 92: 309 (March) 
1951 
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Bearing in mind the possibility that a longer period of 
observation may reveal flaws in the operation not now 
apparent, we believe that our experience of 90% satis- 
factory results justifies the policy of continuing to per- 
form vagus resection with gastroenterostomy as the 
operation of choice for duodenal ulcer. We feel that the 
operation has no place in the treatment of gastric ulcer 
or in patients who have no demonstrable pathological 
condition at the time of surgery. We recognize that fail- 
ures will occur and that some patients will require a 
subsequent gastric resection. It is possible that careful 
study of the failures will reveal some as yet unrecognized 
clinical features, enabling prediction of failure from vagus 
resection and permitting selection of the small group of 
patients in whom a gastric resection should be done as 
the primary procedure. 


SUMMARY 

The results in 147 patients treated for duodenal ulcer 
by subdiaphragmatic vagus resection with gastroentero- 
stomy is reported after a follow-up of two to four years. 
Seven patients were not traced; thus the follow-up is 
95% complete. In 90% of the patients, the operation 
has produced a satisfactory clinical result. In 10%, the 
results have been unsatisfactory, including failure in 
6.8%. During the period studied, approximately 13.5% 
of patients treated for duodenal ulcer in the Cleveland 
Clinic Hospital underwent operation. In approximately 
half the patients included in this report, surgery was per- 
formed for one or more of the major complications of 
duodenal ulcer. 

The operation is not advocated for gastric ulcer (for 
which gastric resection is the procedure of choice) nor 
for patients who do not show clear-cut evidence of ulcer 
at the time of operation. It should not be performed as 
an emergency procedure for active hemorrhage. In view 
of the good clinical results and a low operative mortality 
(less than 1% ), further employment of the procedure 
seems warranted. 


2020 E. 93rd St. 


Diagnostic Significance of 17-Ketosteroids.—The urinary 17- 
ketosteroids may be determined simply and accurately in the 
laboratory. They reflect the secretory activity of the testes and 
the adrenal cortex. The values obtained appear to be of little 
diagnostic significance in testicular hypofunction, but may be of 
considerable assistance in ascertaining the state of the adrenal 
cortex. However, an abnormally low value for these steroids is 
of no diagnostic significance in itself, since there is a lowered 
17-ketosteroid excretion in many nonspecific chronic diseases. 
In those conditions with an intact adrenal cortex, the adminis- 
tration of ACTH over a period of time will cause an elevation 
in these values. 

In the adrenogenital syndrome this laboratory determination 
is of greatest diagnostic importance. The 17-ketosteroids will 
not only assist in making the diagnosis of adrenal virilism, but 
may be of help in determining the nature of the underlying 
adrenal pathology, whether it be hyperplasia, adenoma or Cafe 
cinoma. If a neoplasm is present, surgical extirpation is indi- 
cated. If hyperplasia is present, the administration of cortisone 
appears to be the treatment of choice at the present time. The 
success or failure of therapy can be easily gauged by following 
the urinary 17-ketosteroid values.—Joseph W. Jailer, M.D., 
Diagnostic Significance of the 17-Ketosteroids, The Medical 
Clinics of North America, May, 19852. 
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COORDINATED MEDICAL PROGRAM FOR DOMICILIARY PATIENTS 
IN A VETERANS HOSPITAL 


Thomas F. Barrett, M.D., Daniel B. MacCallum, M.D., Maxwell J. Binder, M.D. 


and 


Cleo B. Nelson, Los Angeles 


The Veterans Administration is at present furnishing 
medical care to approximately 17,000 chronically ill 
veterans in 15 domiciliary units in the United States. The 
largest of these domiciliary units has a capacity of 3,074 
veterans and comprises part of the Los Angeles Veterans 
Administration Center. A 1,400 bed general medical and 
surgical hospital and a 2,000 bed neuropsychiatric hos- 
pital complete the medical facilities of the center. Both 
hospitals function under the Veterans Administration 
Deans’ Committee Program. 


MEDICAL PROGRAM 

During the past two years, a coordinated medical pro- 
gram has teen established in the domiciliary unit under 
the supervision of the chief of professional services of the 
general medical and surgical hospital. The purpose of this 
program has been to improve the medical care given the 
3,074 chronically ill, aging veterans residing in the domi- 
ciliary unit by (a) critically evaluating their medical, 
psychological, and sociologic problems, (b) returning as 
many as possible to a more useful and relatively more 
normal life in the outside community, (c) providing those 
remaining in the domiciliary unit with an integrated thera- 
peutic regimen and medical follow-up, (d) training phy- 
sicians in clinical geriatrics, and (e) providing opportuni- 
ties for investigative studies of a well-controlled aging 
population. 

The backbone of this program has been a general 
practitioner system, in which each of the eight 400-bed 
buildings operates as a modified hospital wing and is 
manned by a team consisting of a full-time physician, a 
part-time physician, a registered nurse, and a medical 
secretary. The ultimate responsibility for the patient’s 
complete medical care rests with the full-time general 
practitioner and his part-time associate. The nurse’s 
duties combine those of a public health nurse with those 
of an office nurse. Specialistic examinations are obtained 
from a domiciliary consultation service, called a diag- 
nostic clinic. This consists of four full-time certified in- 
ternists, aided by three full-time medical residents, and 
functions under the Deans’ Committee Program. With 
the aid of medical and dental personnel from the nearby 
general medical and surgical hospital, the diagnostic 
clinic provides a consultation service covering all the 
medical and surgical specialties. The departments of 
physical medicine and social service have an indispen- 
sable role in the medical program. 

A mental hygiene clinic has been established because 
of the high incidence of psychological problems among 
the domiciliary patients. It is staffed by two psychiatrists, 
two clinical psychologists, and five clinical psychology 
trainees, with one psychiatric social worker. This clinic 
has as its attending staff the chief of professional services 
of the adjacent neuropsychiatric hospital and his clinical 


psychologist. Consultation service is being arranged with 
the staff of the nearby University of California at Los 
Angeles medical school. 

When hospitalization is necessary, continuance of the 
doctor-patient relationship essential to the general prac- 
titioner system of medicine is made possible through the 
facilities of a 30 bed ward set up for this purpose. The 
general practitioner retains responsibility for his own 
patients. Consultation is obtained, when needed, from the 
domiciliary consultation service. 

A comprehensive screening procedure designed to aid 
in the rehabilitation of all new domiciliary members has 
been functioning since April, 1951. The veteran, having 
been found eligible for admission to the domiciliary unit, 
is thoroughly evaluated medically by the domiciliary con- 
sultation service. This evaluation includes the taking of a 
complete history and a thorough physical examination, 
with the use of any indicated laboratory procedures. A 
similarly thorough psychological, vocational, education- 
al, and social evaluation of the veteran then follows. The 
veteran’s composite picture is completed with an evalu- 
ation by the department of physical medicine. The in- 
formation obtained by this screening procedure forms 
the basis of a rehabilitation program individually tailored 
to the needs of each veteran. The rehabilitated veteran is 
returned to a more useful life either in the outside com- 
munity or in the domiciliary unit. 


1950 DOMICILIARY POPULATION 

The mean age of the 3,864 domiciliary patients exam- 
ined at this center in 1950 was 61 years. Of the total 
group, 53% were in the age group 55 to 64, while only 
4% were under 45, and 9% were 75 or over (fig. 1). 
Analysis of morbidity among the entire group revealed 
that diseases of the circulatory system were far com- 
moner than any other disease entity (fig. 2). Arterial 
disease, hypertension, and arteriosclerotic heart disease 
were the conditions observed in most of the patients in 
this category. The next commonest group was diseases of 
the nervous system and sense organs, closely followed by 
diseases of the musculoskeletal system and the respiratory 
system. Syphilis occurred in 500 patients; in 248 of these, 
the central nervous system was affected, and in 51 the 
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cardiovascular system was affected. Malignant neoplasms 
were found in 200 patients and benign neoplasms in 65. 
Diabetes mellitus occurred in 172 patients. 

In patients under age 45, diseases of the nervous sys- 
tem and psychogenic disorders were the most prevalent, 
both occurring in almost 50% of the patients in this 
group. In those over 45, diseases of the circulatory sys- 
tem were the leading causes of disability, occurring in 
about 75% of the patients and assuming increasing im- 
portance with increasing age. Multiple cardiovascular 
diseases were most prevalent in the older age groups. At 
all ages diseases of the nervous and musculoskeletal 
systems played a prominent role. Diseases of the digestive 
and respiratory systems were present in 25% of the 
patients over age 45 and seldom occurred in patients 
below that age. The incidence rate of malignant disease 


December 31, 1950 


2100 


DOMICILIARY POPULATION 


Under 45 45-54 55-64 65-74 
Years 


75 and Over 
Years Years Years «Years 


Fig. 1.—Distribution of 1950 domiciliary population by age groups. 


increased from | per 100 patients under age 45 to 9 per 
100 patients over age 65. 

Two hundred sixteen deaths occurred in the domicili- 
ary unit in 1950. Diseases of the circulatory system, the 
leading cause of illness in patients over age 45, was also 
the leading cause of death, being responsible for 57% of 
the deaths in this age group. Malignant disease, while 
not a leading cause of illness, was the second leading 
cause of death in patients over 45, being responsible for 
16% of the deaths in this age group. Two deaths occurred 
in patients under age 45, both due to urologic disease. 


RESULTS OF THE PROGRAM 

In 1948, admissions of domiciliary patients to the 
general medical and surgical hospital for surgical treat- 
ment averaged 87 patients for each three month period. 
The corresponding figure for patients admitted to the 
hospital for medical care was 213. Shortly after the medi- 
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cal program was started in July, 1949, a sharp and sig- 
nificant rise occurred in the number of patients admitted 
for surgical treatment. In most cases these were short 
term admissions for elective surgical procedures. The 
peak occurred early in 1950, at which time 52% more 


DIAGNOSTIC CATEGORIES WITH NO. OF CASES 
Diseases of the Circulatory System 

Diseases of Nervous System and Sense Organs 
Diseases of Bones and Organs of Movement 
Diseases of the Respiratory System 

Diseases of the Digestive System 

Infectie and Parasitic Diseases 

Mental, Psycho. and Personality Disorders 
Allergic, Endocrine System and Metab. Dis. 
Diseases of the Genitourinary System 
Neoplasms 

Diseases of Skin and Cellular Tissues 
Diseases of Blood and Blood Forming Organs 


FREQUENCY OF DISEASE 


Fig. 2.—Incidence of selected diseases among the 3,864 domiciliary 
members in 1959. (Includes all disease conditions diagnosed and recorded 
as first, second, and third diagnoses.) 


domiciliary patients were receiving surgical treatment 
than in 1948. We feel that this was due to the careful 
medical and surgical evaluation the patients received and 
to the fact that chronological age alone was not con- 
sidered a deterrent for elective surgical treatment. No 
significant efiect on the number of patients admitted for 
medical care was apparent until one year after the pro- 
gram had been in operation. Since then, there has been 
a steady increase in such admissions, and by early 1951, 
a decrease of 60% had occurred (fig. 3). 
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Fig. 3.—Percentage change in admissions to the general hospital since 
inception of the new medical program. 


The rehabilitation program has been in effect too short 
a time for proper evaluation of the available data; how- 
ever, only 10 (8%) of the first group of 121 newly 
admitted patients were considered unsuitable for re- 
habilitation. Twenty-eight patients (23% ) of this group 
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have been rehabilitated to a more useful life in the outside 

community or in the domiciliary. The remainder have 

not yet completed the prescribed therapeutic regimen. 
COMMENT 

The problem of chronic illness in an aging population 
has become a major one for the Veterans Administration. 
As the country’s veteran population becomes older, it is 
expected that this problem will increase in importance. 
The high incidence of disabling organic disease found in 
this study illustrates the need for a coordinated medical 
program. It is recognized that medical care in the older 
age groups must include not only therapy for the patient's 
disease but proper attention to his psychological, socio- 
logic, and economic problems. During this study, it be- 
came evident that not only must the influence of 
psychological and functional states on organic disease be 
evaluated, but similar stress must be placed on the influ- 
ence of organic states on the patient’s mental outlook. 
Both are influenced by the patient’s home environment. 
The effect on the patient of a protected environment, such 
as is available in the domiciliary, needs further clari- 
fication. 

The practice of detection medicine by periodic phy- 
sical examination of the geriatric patient has resulted in 
earlier diagnosis and treatment of such life-threatening 
diseases as cancer and tuberculosis. The increase in the 
practice of surgical correction of partially disabling ab- 
normalities has had similarly favorable results. We be- 
lieve this program has resulted in improvement in the 
physical well-being and mental outlook of the patients. 
This is in part demonstrated by the decrease in medical 
admissions to the general medical and surgical hospital 
(fig. 3), with resultant increase in the availability of the 
hospital’s facilities. A large contribution has been made 
by a program of occupational therapy, which is designed 
to provide a more useful life for those patients remaining 
in the domiciliary. 


The life expectancy of the veterans analyzed in this 
study was estimated, using the experience of the white 
male population in the United States in comparable age 
groups ' (see table). Based on the average 1950 per diem 
rate in all Veterans Administration domiciliary units, it 
is estimated that an expenditure of at least 55 million 
dollars tor food, clothing, and shelter would be necessary 
for the future maintenance of these veterans if they spent 
the rest of their lives in the domiciliary. If a percentage 


Life Expectation in 1950 of Domiciliary Patients, According to 
Age Groups, and Prospective Cost of Their 
Domiciliary Care Until Death 


Aggregate 
Total Years No. Days 
No. ot of Life Future Care Estimated Cost 
Ave Group Patients Expectation Required (Rate 83.04 Day *) 

Under 45 ...... 145 $,438.3 1,621,089 S 4,998 110,56 
9,575.9 3,497 597 10,632 694 88 
1,972 27,314.2 976,512 30,328,506 48 
70S 6,505.8 ? 376,243 7 223,778.02 
and over... 307 1,649.5 G02 068 L,830,286.72 
Total, all ages 3,648 4$9,483.7 18,073,500 438 467.36 


Average 1950 per diem rate in all Veterans Adininistration domiciliary 
units, 


of them can be rehabilitated to a more useful life in the 
outside community, much of this cost could be defrayed 
and existing facilities utilized to care for the increasing 
number of veterans seeking admission to the domiciliary. 


SUMMARY 


1. A coordinated medical program has been instituted 
in the Los Angeles Veterans Administration Center 
domiciliary unit, which is designed to meet the problem 
of chronic illness in an aging veteran population. 

2. Better total evaluation and care of the domiciliary 
patient has been made possible. 

3. This program has resulted in improvement in the 
health, morale, and usefulness of these geriatric patients. 


1. Greville, T. N. E.: United States Life Tables and Actuarial Tables, 
1939-1941, United States Department of Commerce, Bureau of the Census. 


BRAIN 


FEVER 


Louis Casamajor, M.D., New York 


In the early years of the 19th century there began 
to appear in European medical journals—especially the 
French—descriptions of a disease variously known as 
brain fever, hydrocephalic fever, and, rarely, encepha- 
litis.' At times the name of Pine! is attached to brain 
fever, and it may be that he originally described it. In any 
event he is credited with having differentiated it from 
meningitis. By the middle of the century no further med- 
ical articles appeared, although novelists continued to 
utilize the disease as dramatic incident until well along 
toward the end of the century. Early American textbooks 
of neurology contained no reference to the disease. 

This disease occurred apparentiy almost entirely in 
children. It is difficult to get a clear idea of the clinical 
picture, for more than one condition was included in this 
terminology. Some cases were fatal, and the necropsies 
usually showed meningitis, most likely tubercular. Some 


patients recovered completely and must have had an 
entirely different disease. The symptoms recorded are en- 
tirely subjective and are those recognized today as in- 
dicative of cerebral involvement. The onset was usually 
sudden, but some were step-like. Often the first symptom 
was a convulsion; then were added headache, vomiting, 
coma or delirium, strabismus, aphonia, dyspnea, and in- 


From the Neurological Institute of New York and the Department of 
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termittent pulse. After a few days to a couple of weeks, 
the disease subsided and the patients recovered. 

Although fever is mentioned in all the reports, there is 
no record of any temperatures, for temperatures in ill- 
ness were not taken until after the invention of the mod- 
ern clinical thermometer, in 1868.° No objective neuro- 
logical signs appear in the reports, because the neuro- 
logical examination as we know it today did not begin to 
develop until after Erb * described the changes in the 
tendon reflexes in spinal cord disease and Westphal * the 
loss of knee jerks in tabes dorsalis, both in 1875. 

The treatment in these cases of brain fever was that of 
the times. Bleeding was freely used. The patients were 
given wine and brandy in different doses. Fantastic en- 
emas consisting of wine, absinthe, asafedita and similar 
agents were given, which the colons promptly expelled. 
Some authors, notably Houdaille,'” expressed the belief 
that quinine was specific for the disease. Liégard "' rec- 
ommended antimony inunctions to the scalp till pustules 
formed. Even with these treatments, apparently most 
of the patients recovered. 

After about 1850 the disease disappeared from the 
literature. This was probably similar to the way in which 
the “encephalitis lethargica” of von Economo has disap- 
peared from medical practice. During the 1920's and 
early 1930's epidemic lethargic encephalitis, with its 
acute phase and the long chronic stage of parkinsonism, 
was a very prevalent disease throughout the civilized 
world. The reports of the Matheson Commission ab- 
stract an enormous literature on the subject; yet today 
one no longer sees cases of the acute disease. One still 
sees some patients in the chronic stage, but the acute dis- 
ease is no longer a problem. In a somewhat similar man- 
ner brain fever disappeared from the medical literature 
100 years ago, but it has not disappeared from medical 
practice. Undoubtedly the condition does exist today. 


REPORT OF CASES 


Case 1.—A. M. was 11 years of age when she entered the 
Neurological Institute, on Oct. 5, 1935. She was the fifth of 
eight children, all of whom were normal. Her development had 
been normal; she was considered to be a friendly, healthy girl 
whose interests were normal, and she was getting along well in 
school. 

About a month previously her mother noticed a change in 
her. She “lost interest in things and moped around the house.” 
She was sent to visit an aunt, and there she refused to play with 
other children or to leave the house. In the week she was away 
from her home nocturnal enuresis occurred on four occasions, 
which was the first time that had happened since she was 18 
months of age. 

On her return home she seemed to be “a different child.” She 
frequently became angry with other children and “acted baby- 
ish.” She did not want to go to school or leave the house for 
any other reason. At times, however, she would be very active, 
helping her mother with the housework and caring for the 
younger children. 

On the evening of Sept. 28 she had her first seizure, involving 
the right side of her face. She was unable to talk but was con- 
scious and responded to questions with head nodding. After 
being put to bed she cried all night. On the following morning 


2. Woodhead, G. S., and Varrier-Jones, P. C.: Investigations on 
Clinical Thermometers: Continuous and Quasi-Continuous Temperature 
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markskranken, Arch. f. Psychiat. 5: 792, 1875 

4. Westphal, C. F.: Ueber einige Bewegungs Erscheinungen an Gelaem- 
ten Glidern, Arch. f. Psychiat. 5; 803, 1875. 


J.A.M.A., Aug. 16, 1952 


she appeared to be normal, went to church, and played till late 
in the afternoon, when she again became irritable. 

From this time on she continued having two or three attacks 
of right facial twitching, without loss of consciousness, with in- 
creasing frequency until on the day of admission they were re- 
curring every few minutes. When we first saw her she was having 
seizures frequently. Most of them were only in the right side of 
the face, but some spread to involve the right arm and leg. The 
neurological examination revealed nothing essentially abnormal, 
but there was a right facial weakness of the central type and 
the left optic disk appeared blurred. All the deep and superficial 
reflexes were active and equal on both sides. Between seizures 
there was no difference in the functions of either arm or leg. 
The blood cell count, blood chemical studies, and serologic 
studies disclosed no abnormalities. Examination of the spinal 
fluid showed five cells and 22 mg. of protein per 100 cc. Later 
lumbar punctures showed no higher cell count or protein content. 

As the child remained on the ward her condition became 
worse. Seizures on the right side and sometimes of the whole 
body occurred as often as every minute. Sometimes the seizures 
were of a psychomotor sort, in which she would shout and 
scream, beat her head against the wall, tear her clothes, and 
throw things around the room. 

The neurological findings continued as above. On Oct. 10 an 
ophthalmologist reported increased congestion of nerve heads, 
with hazier margins. The large and small veins show increased 
engorgement. On Oct. 15 a 7 ephalogram showed no 
significant abnormality, although the ventricles were poorly 
filled. The right-sided convulsions were still practically con- 
tinual. On Oct. 29 the right side of the face and the right 
arm were paralyzed. The child understood speech but was un- 
able to talk. Occasionally her temperature rose to 102 F. 

On Oct. 30 improvement was obvious. Her seizures became 
less severe and less frequent. She could talk and move her right 
arm, although it was somewhat unsteady and ataxic. The last 
seizure, a completely right-sided one, occurred on Nov. 5. The 
right arm after this was ataxic for a few days and showed some 
involuntary movements. She could not yet talk plainly, and she 
showed some confusion at times. The results of neurological 
examination on Nov. 11 were reported as absolutely normal. 

When the patient was discharged from the hospital, on Nov. 
28, 1935, she seemed normal in every respect. Neurological ob- 
servations remained normal. There have been no further sei- 
zures, and she has received no anticonvulsive medication. She 
returned to school and, at 14 years of age, was graduated from 
grade school as fourth in her class, with an average of 92%. 
In high school she was on the honor roll and was graduated at 
18 years. Since then she has held a clerical job. In January, 1946, 
she married: when last seen, on July 26, 1951, at the age of 27, 
she appeared to be a healthy, happy, and intelligent woman. 


Comment.—This can be taken as a typical case of 
brain fever. Neurological symptoms and signs are indic- 
ative of the location rather than the nature of the brain 
disease. The spread of the disease is also not always the 
same. In some cases the disease seems to be restricted 
to the cerebral cortex and in others to the base and stem 
of the brain. 


Case 2.—B. W. was 642 years old when she was admitted 
to the Neurological Institute, on April 4, 1942. She was the 
second of two children, a bright girl, and doing well in school. 
She spoke both English and Polish and acted as interpreter for 
her parents. She was well until the middle of March, 1942, when 
she began having irregular temperature increases, called “septic.” 
She was kept in bed with conservative treatment. On March 
30 she complained that everything seemed dim, and in two hours 
she was completely blind. She was taken to a local hospital and 
it was reported that she had bilateral papilledema, leukocytosis 
(48,000 with 93% polymorphonuclear cells), increased sedimen- 
tation rate, and normal spinal fluid. 

On admission to the Neurological Institute she appeared to 
be completely blind and could not stand alone. Her pupils did 
not react to light; the optic disks were definitely blurred, but 
the vessels appeared normal. When she attempted to stand alone 
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she fell backward, but none of the other neurological signs were 
present. The choked disks were considered to be due to retro- 
bulbar neuritis. 

For days she had a low-grade fever, with temperatures be- 
tween 99 and 100 F. The leukocyte count was 28,000, with 
80% polymorphonuclear cells. The count rose to 31,000 and 
then gradually diminished, but it remained between 13,000 and 
20,000 during the months of April and May. By June 8, when 
she was well on the road to recovery, her leukocyte count was 
8,700, with 69° polymorphonuclear cells. 

Examination of the spinal fluid on admission showed 30 cells 
(48% polymorphonuclear cells and 52% lymphocytes) and 43 
mg. of protein per 100 ce. This rose as high as 50 mg. per 100 
cc. and then decreased, together with the cell count, which was 
down to 8 on April 28. Dr. Lester Webster, who had organized 
a laboratory for virus studies in the Rockefeller Institute, ex- 
amined the blood and spinal fluid of this child at the height of 
her illness. He found no complement fixation against antigen 
of any of the known encephalitis viruses, and the spinal fluid 
proved negative when tested in mice. 

At first the child was apathetic and content to lie quietly in 
bed, but she always cooperated weil in the examinations. The 
blindness persisted, and the eyegrounds remained unchanged. 
At times she showed a right facial weakness and inability to 
stand alone, which was considered cerebellar in origin. No real 
change occurred until April 25, three weeks after admission. 
On that day the right facial palsy became more marked, her 
speech was nasal, and she had difficulty in swallowing. These 
symptoms disappeared after about 15 minutes but recurred to- 
gether with irregular respiration a number of times during the 
day. 

On April 26, her breathing became purely abdominal and 
jerky and she was in coma. When this episode passed, her speech 
was thick and nasal and her deep reflexes were hyperactive but 
equal. Later a questionable Babinski toe sign was noted on the 
right. That evening her respiration ceased and she was comatose, 
with contracted pupils. When placed in a respirator she re- 
sponded immediately; she remained there for five days. 

When the patient came out of the respirator, the picture was 
one of complete cerebellar asynergia but her vision had im- 
proved so that she could count fingers at 5 ft. and recognize 
colors. Not only was she unable to stand erect but she could 
not even crawl. When she tried to progress on hands and knees, 
her hips tended to fall over to the left. The right facial palsy 
persisted. 

This was the first case in which electroencephalographic rec- 
ords were available. Three days after admission the electro- 
encephalogram showed diffuse high voltage one to two per sec- 
ond waves in all leads, most consistently in the occipital areas. 
Bipolar recording showed widespread phase reversals in all 
areas. These findings did not change all the time she was hos- 
pitalized. 

By early June the patient had fully recovered and was con- 
sidered normal but possibly a little overactive. She was dis- 
charged on June 18 and since then has led a normal life. She 
never had any convulsions. Her progress in school was what 
one would expect of a child of her background. When last seen 
in the clinic, in September, 1951, at 15 years of age, the girl 
appeared norma! and the results of the neurological examina- 
tion were entirely negative. 

Comment.—This child had all the signs of severe 
cerebral involvement except convulsions. This could 
have been because mainly the base of the brain and the 
hind brain were involved. At the start the spinal fluid 
showed signs of meningeal involvement, so that the con- 
dition could be called meningoencephalitis. Meningeal 
signs have been rare in this series of cases, but in the next 
case they were more prominent. 

Case 3.—G. S. was nearly 7 years of age when she was ad- 
mitted to the Neurological Institute, having been transferred 
from Babies Hospital, on Feb. 18, 1949. She was an attractive 
little girl who had always been considered bright. She had al- 


ways been well until in July, 1948, at the age of 6% years, 
when she began to complain occasionally of brief frontal head- 
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aches and easy fatigability. This condition continued intermit- 
tently for the next five months and did not seem to be getting 
worse, 

On Christmas day, 1948, she suddenly stiffened and became 
confused. She was unable to walk downstairs and had to be 
carried. Later in the day she completely recoverd her ability 
to walk. She remained well until the night of Jan. 9, 1949, when 
she slept poorly and had a headache. In the morning she had 
a temperature of 102 F and was drowsy. She continued to be 
ill, and, as she seemed to be getting worse, she was removed 
to the Physicians Hospital, Jackson Heights, N. Y. 

A neurological examination on Feb. 2 was reported as show- 
ing neck rigidity, Kernig’s sign on the left side, severe headache, 
right central facial weakness, hazy optic disks, general hyper- 
reflexes, and a positive Babinski sign on the right. Spinal fluid 
examination on Jan. 16 showed 53 cells (85% lymphocytes) and 
41 mg. of protein per 190 cc. On Jan. 25 the cells had increased 
to 110, with 62% polymorphonuclear cells, and the protein 
had increased to 54 mg. per 100 cc. 

On Feb. 5 she was admitted to Babies Hospital, with stiffness 
of the neck, a positive Brudzinski sign, bilateral transient ankle 
and patellar clonus, blurred optic disks and occasional right 
facial weakness. 

On Feb. 18, when she was transferred to the Neurological 
Institute, she could support her weight on her feet, but her bal- 
ance was very poor. The pupils were normal, and the optic disks 
were blurred, with small arteries and veins. There was slight 
right facial weakness. Arm reflexes were equal, but leg reflexes 
were greater on the right. There was no Babinski sign. Spinal 
fluid examination showed 16 cells, all lymphocytes, and 39 mg. 
of protein per 100 cc., which later increased to 46 mg. The 
blood leukocyte count was 5,400 (68 polymorphonuclear cells 
and 24 lymphocytes). Temperature ranged from 99 to 101.8 F. 
An electroencephalogram on Feb. 10 was grossly abnormal, with 
high voltage slow activity, two to four waves per second. This 
activity appeared focal in the two frontal areas and a large area 
of the left temporal and occipital. A p phalogram on 
Feb. 25 was reported as essentially negative. 

The patient’s condition improved steadily from the time of 
admission. By March 2 her gait was practically normal, and there 
was no facial weakness. All reflexes were active and equal, and 
optic disks were normal. On March 12 the electroencephalogram 
still showed partly high voltage three to four per second waves 
in both parietal and occipital areas but no longer in frontal 
areas. 

On March 13 the patient was discharged from the hospital; 
she was followed in the clinic. She returned to school, where 
her progress was normal. The last electroencephalogram, made 
on Feb. 2, 1950, showed no focal signs, and only on hyper- 
ventilation were occasional high voltage bursts of two to three 
per second waves seen. She remained well, with no abnormal 
neurological findings. She was last seen on Oct. 3, 1951. 


Comment.—In the last two cases the condition was 
rather severe, with meningeal as well as cerebral signs. 
In not all the cases is the disease so severe; in some it is 
milder and of much shorter duration. This is especially 
true in some of the cases in which convulsions occur. 


Case 4.—M. S. was nearly 8 years of age when she was ad- 
mitted to the Neurological Institute, on June 16, 1950. She was 
an alert girl, with an 1.Q. of 94. On June 10, 1950, she was 
running down a hill with her 6-year-old brother when they col- 
lided and she struck the left side of her head against her brother's. 
There were no immediate symptoms from the blow, which ap- 
parently was a minor one. That night she awoke several times 
complaining of left-sided headache. The following morning she 
vomited once and ate very little, but in the afternoon she went 
outdoors and played normally. She was heard to cry intermit- 
tently during the following night. On June 12 and 13 she vomited 
several times and complained of left-sided headache. 

On June 14 she complained of dizziness and did net seem 
to be able to walk. When she was taken to a hospital for skull 
x-ray that morning, her father had to carry her. The x-ray was 
reported as negative. On June 15 she was much improved but 
still complained of left-sided headache. There was some stiff- 
ness of the neck, and her left eyelid drooped. 
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On the morning of June 16 she awakened early and shortly 
thereafter was found unconscious in bed, with her head and eyes 
turned to the right and the eyelids open. She was then taken 
to St. Vincents Hospital, Staten Island, where she had several 
generalized seizures, recovering consciousness in the intervals. 
That day she was transferred to the Neurological Institute. 

On admission she was drowsy, with considerable weakness 
of the right arm and leg. All deep tendon reflexes were sluggish 
but equal on the two sides. The leukocyte count was 5,200, 
with 84° polymorphonuclear cells: her temperature was 99.6 
F. Spinal fluid examination showed 7 cells, all lymphocytes, 
and total protein of 33 mg. per 100 cc. The electroencephalo- 
gram showed grossly abnormal activity all over the left hemis- 
phere, while the right was fairly normal. The frequency wave 
range was one to three per second, of high amplitude with phase 
reversals all over the left side. 

The patient remained hospitalized for 12 days. Her tempera- 
ture never rose above 100.4 F. She never had another seizure 
of any sort. On the second morning she was alert and free from 
headache, but there still was some weakness in the right arm and 
leg, which disappeared the following day. On June 23 a second 
electroencephalogram was made. The first part of the record 
showed a striking improvement, in that now only moderate 
amounts of low to medium voltage of five per second waves 
were seen over the left temporal and occipital areas. On hyper- 
ventilation some bilateral partly high voltage three to four 
waves per second were seen. | 

The patient had no further seizures and received no anticon- 
vulsive medication. She returned to school in the fall and made 
good progress. An electroencephalogram made on May 5, 1951, 
showed normal activity throughout but a bit more irregular 
activity in the left temporal and occipital areas. The neurologi- 
cal observations remained normal. The patient was last seen on 
Dec. 19, 1951. 

COMMENT 

These patients presented certain features in common. 
They were all children. Each had a severe disease with 
signs of cerebral involvement. The course of the disease 
was more or less acute and terminated rather rapidly in 
complete recovery. 

It was considered that the conditions in these patients 
were in the group of the encephalitides. This is clinically 
a very poorly defined group. Specific viruses have been 
recognized for five encephalitides. In the only case in this 
series in which virus studies were made, no known viruses 
were found. The same was true of other similar cases in 
this hospital. It is not necessary for one to isolate and 
recognize any virus or other causative agent in order to 
make a diagnosis of encephalitis. One must remember 
that the primary causative factor of epidemic encephalitis 
of von Economo was never isolated or recognized, in 
spite of the fact that this was a definite and easily recog- 
nizable disease and a great deal of intensive work was 
done on it. All evidence showed that the cause was a 
filtrable factor, but nothing more definite was ever dis- 
covered. 

Encephalitis can be regarded as an acute disease in 
which the symptoms are those of brain involvement. Fre- 
quently the blood and temperature show signs of an 
inflammatory nature. Sometimes this inflammation ap- 
pears in the meninges and shows in the spinal fluid. 
Different parts of the brain may be principally involved, 
with a resulting difference in clinical pictures. The onset 
in most of my cases extended over a considerable time, 
with episodes of abnormal behavior alternating with 
normality before the real onset of the permanent condi- 
tion appeared. In case 4, however, the onset was rather 
sudden, following a slight or only moderately severe 
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injury. In such a case the clinician may justly think of a 
possible subdural hematoma. The course of the disease, 
however, excludes this possibility. It may well be that, 
when a brain is beginning to be affected by encephalitis, 
even the slightest sort of an injury may precipitate the 
onset and determine the location of the principal lesion, 
as in case 4. 

The diagnosis is made on the basis of the general and 
neurological signs. By far the most valuable of these are 
the electroencephalographic changes. In every case on 
the children’s service the electroencephalogram shows 
most striking signs—a cerebral dysrhythmia with large 
irregular waves that may be focal. When the disease is of 
short duration, the dysrhythmia recedes rapidly (case 4). 
In long-continued cases this dysrhythmia may be present 
for many months. 

Possibly it is an error to consider the condition in the 
cases reported here to be the same as that the earlier 
clinicians called brain fever, but they have many features 
in common. Brain fever does not seem to be such a poor 
term to apply to them to indicate a special form of 
encephalitis. 

CONCLUSIONS 

Clinicians early in the 19th century reported cases of 
severe disease of an encephalitic sort under the name of 
brain fever. Many of their patients, in spite of the severity 
of the disease, recovered. The condition exists today. In 
this article four cases of a severe encephalitic disease of 
the present time and with complete recovery are reported. 

Usually the onset is irregular and may extend over a 
number of months. When slight or moderate head trauma 
has been sustained, the onset may be rather sudden. The 
symptoms and signs are those of considerable brain in- 
volvement, including convulsions, comas, paralyses, 
cerebellar asynergy, and a sort of bulbar palsy. In the 
diagnosis the electroencephalogram is of the greatest 
value. 
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Neurologic Medicine.—Neurology sprang from internal medi- 
cine. Its earlier exponents were internists with a special interest 
in diseases of the nervous system, many of whom, such as 
Gowers, Charcot, Striimpell and Pierre Marie, have made not- 
able contributions to subjects other than neurology. . . . The 
rise of neurosurgery as an independent specialty, the success 
of syphilology in its own field and the mounting aggressiveness 
of psychiatry soon encroached on what had been considered the 
neurologist’s field, and by the 1930's there were many who pre- 
dicted the extinction of the genus neurologist. Some professed 
neurology as an appendage to neurosurgery or psychiatry—and 
indeed a few professed all three. Many neurologists and neuro- 
logic departments became absorbed by departments of neuro- 
surgery or else adopted protective coloring in the form of the 
title “neuropsychiatrist” and still exist in unhappy dependence 
on these borderlands. . . . Neurology, to mean anything at all, 
must mean neurologic medicine and as such must comprise all 
diseases that in any way affect the nervous system. Since many 
more diseases may affect the nervous system secondarily than 
those that attack it exclusively and since more and more of the 
latter can be shown to be special aspects of the former, neuro- 
logic medicine is quite inseparable from internal medicine. The 
neurologist must be first an internist. His inspiration is in the 
general medical wards; his techniques are those of internal medi- 
cine—D. FE. Denny-Brown, M.D., The Changing Pattern of 
Neurologic Medicine, New England Journal of Medicine, May 
29, 1952. 
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IMPROVED ABRASIVE BALLOON FOR DIAGNOSIS OF GASTRIC CANCER 


Frederick G. Panico, M.D., Baltimore 


The abrasive gastric balloon ' technique has assumed 
a place in the diagnosis of gastric cancer because it 
secures many gastric cells in a good state of preservation. 
Because of the abrasive balloon test, lesions of the 
stomach are no longer inaccessible, and the diagnosis of 
these lesions becomes not only interesting but rapid and 
reliable. The purpose of this paper is to advance the 
procedure for general availability. 


APPARATUS 

The apparatus needed for the abrasive gastric balloon 
test is easily assembled. The balloon is a thin latex rubber 
condom 20 cm. long. The surface of the improved bal- 
loon is made abrasive by attaching with rubber cement 
75 to 100 small, round, 3 mm. fragments of foamed latex 
rubber. The fragments of foamed latex rubber are ar- 
ranged in a regular pattern 1 cm. apart. This balloon sys- 
tem has some advantages over that originally reported 
in that it is made entirely of latex rubber and has a 
softer consistency, it is a larger balloon with an increased 
surface area capable of inflating and filling almost the 
entire stomach cavity, it has the capacity to yield satis- 
factory cellular material from the stomach and esopha- 
gus, it presents a better psychological appearance, and it 
has a construction more suitable for manufacture. 

The improved abrasive balloon may be applied to the 
double lumen apparatus previously described if aspira- 
tion studies are going to be conducted coincident with 
the cytological studies. Since controlled comparative 
studies reveal that diagnostic specimens are obtained 
from the balloon surface, the abrasive balloon may be 
applied to a single lumen apparatus without an aspirator 
(fig. 1). This apparatus consists of a no. 18 French single 
lumen tube 90 cm. long, to which a one way metal 
adapter is fitted at either end. To the proximal metal 
adapter is connected a piece of rubber tubing, 10 cm. 
long, attached to a rubber inflator bulb with an air con- 
trol valve. To the distal metal adapter is connected a 
varying 10 to 20 cm. long piece of no. 18 French single 
lumen tubing perforated in the center. The distal lumen 
is closed off with a silver plated blind metal tip. In this 
way, the distal portion of the apparatus is prepared to 
accommodate an inflatable abrasive gastric balloon. The 
abrasive balloon may be used in its full length of 20 cm. 
or may be shortened to 10 cm. as desired. The abrasive 
balloon fitted on the apparatus is sealed by silk ties dis- 
tally around the silver plated blind metal tip and proxi- 
mally around the one way metal adapter. By means of the 
rubber bulb air may be introduced through the tube and 
its perforation to inflate the balloon. In the event that the 
no. 18 French single lumen tube is not rigid enough for 
handling, more rigidity may be obtained by employing a 
thicker no. 20 French single lumen tube or by incorpo- 
rating a cylindrical coiled wire within the lumen of the 
tubing. The apparatus finally assembled has markings at 
45, 55, 65, and 75 cm. from the distal tip for judging its 
placement in the stomach. 


PROCEDURE 

Preparation of the patient revolves around the prob- 
lem of emptying the stomach as much as possible prior to 
the introduction of the abrasive gastric balloon, so that 
minimal displacement of the balloon from the stomach 
mucosal surface is assured. A liquid diet the day prior to 
examination followed by an 8 hour fasting period prior 
to the insertion of the abrasive balloon has given good 
results. A preliminary gastric analysis to determine the 
index of gastric acidity will usually give the observer an 
idea of the retentive property of the stomach. In cases of 
gastric retention, extra preparation may be accomplished 
by gastric aspiration, longer periods of liquid ingestion, 
and additional fasting. 
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Fig. 1.—Diagram of the improved abrasive gastric balloon apparatus. 


Materials needed for conducting a 15 minute diag- 
nostic procedure are easily procured. They consist of an 
ethyl aminobenzoate lozenge, an abrasive gastric balloon 
apparatus, a cylindrical beaker filled with 100 cc. of 
isotonic sodium chloride solution, two 50 cc. centrifuge 
tubes, three glass slides, and a container with equal parts 
of ether and 95% ethyl alcohol fixative. 

The prepared patient is seated in an upright position 
and given an ethyl aminobenzoate lozenge to dissolve 
under his tongue, and a towel is placed under his chin. 
The abrasive gastric balloon completely deflated is mois- 
tened. As it is placed into the mouth, the patient is asked 
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to swallow the balloon. In many instances, the patient 
may direct the swallowing of the balloon without the aid 
of the examiner. Fluid is administered orally only as 
necessary. All saliva, postnasal discharge, and pulmo- 


Fig. 2.—Roentgenogram showing uninflated abrasive gastric balloon 
inserted tc the pylorus. 


nary excretions are discarded to prevent swallowing 
of unnecessary cellular debris. As the balloon passes 
through the constrictor muscles of the hypopharynx, 


Fig. 3.—Roentgenogram showing inflating abrasive gastric balloon 
traveling retrograde through the prepyloric antrum and bedy of the 
stomach, stimulating reactive peristalsis. 


there is at times an accompanying cough reflex. This 
oroduces no difficulty, and the patient is encouraged to 
keep swallowing. Once the balloon is in the esophagus, it 
descends by itself with relative ease, and the patient ex- 
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periences no discomfort. When the balloon reaches the 
cardia at a distance of about 55 cm., the direction of 
passage of the balloon tip toward the pylorus may be 
facilitated by placing the patient in a right lateral recum- 
bent position. With the patient completely relaxed, the 
balloon descends to about 75 cm. into the region of the 
pylorus (fig. 2). With this method, there should be no 
coiling of the nonrigid tube, and the abrasive gastric bal- 
loon is positioned without the aid of fluoroscopy. If the 
tube is made semirigid, the patient need not be placed in a 
recumbent position but may be examined throughout the 
procedure in an upright position. The balloon is inflated 
slowly by injecting approximately 150 to 250 cc. of air. 
Ordinarily the free balloon averages 6 cm. in diameter; 
however, as expansion of the balloon occurs in the 
stomach, the proximal end of the balloon meets the least 
resistance and inflates first. This tends to pull the balloon 
retrograde through the prepyloric antrum into the body 


Fig. 4.—Roentgenogram showing inflated abrasive gastric balloon dis- 
tending the cardiac and fundic regions of the stomach prior to deflation. 


of the stomach (fig. 3). As can be seen fluoroscopically, 
reactive peristalsis may help the balloon in its proximal 
shift. Hyperperistalsis can be seen in the regions of 
the stomach not in direct contact with the balloon 
surface. As the balloon passes through the body of 
the stomach, peristaltic waves may Cause a constrict- 
ing effect around the balloon. Slowly the balloon is 
withdrawn into the cardiac region of the stomach where 
it is checked at the cardia. This is occasionally accom- 
panied by a vomiting reflex (fig. 4). At this point, the 
balloon is deflated and returned to the pylorus, where it 
is blown up again. This is repeated three times, an in- 
terval of one minute being arbitrarily used for transfer- 
ring the balloon from the pylorus to the.cardia. At the 
end of three minutes the balloon is withdrawn to the 
cardia and allowed to collapse completely before being 
retrieved. The abrasive balloon carrying the specimen of 
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gastric and esophageal cells is immediately placed in a 
beaker containing 100 cc. of isotonic sodium chloride 
solution. A perforated rubber stopper is placed over the 
cylinder, which keeps the balloon entirely immersed in 
the physiological medium. Through the small opening in 
the rubber stopper, the tube is jiggled up and down in 
order to free the mucoid cellular particles. The sodium 
chloride solution becomes cloudy with a large amount of 
floating cellular material. Some of the malignant cellular 
clusters may even approach the size of pathological 
biopsy material. When the surface of the balloon is com- 
pletely cleansed of cells, the balloon is withdrawn, de- 
tached from the apparatus, and destroyed. The apparatus 
is subsequently cleansed and sterilized preparatory to the 
attachment of a clean unused abrasive gastric balloon. 
Throughout the procedure, there is usually no regurgita- 
tive vomiting experienced from the fasting stomach. 
While in the stomach the actual distance that the balloon 
traverses varies with the length of the bailoon and the 
distensibility of the stomach. An abrasive balloon 20 cm. 
long almost fills the gastric cavity. A 10 cm. balloon, 
being shorter, may traverse the stomach over a greater 
distance to afford an increased abrasive effect. 

The specimen of cells contained in the sodium chloride 
solution represents the entire surface area of gastric and 
esophageal mucosa. The specimen is placed in two 50 cc. 
centrifuge tubes. The tubes are centrifuged at 2,500 
revolutions per minute for 5 or more minutes. The longer 
the period of sedimentation the better the cell concen- 
tration at the bottom of the centrifuge tube below the 
mucous layer. After decanting, the sediment is utilized in 
the preparation of smears. The cellular material is placed 
on a clean glass slide and spread evenly by means of 
pressure through another glass slide. Superimposition of 
the cells may be minimized by making thin smears. A 
wire loop method of smearing cells may be used. Pre- 
pared within a 15 minute period, the gastric smears are 
placed immediately into a mixture of equal parts of ether 
and 95% ethyl alcohol to fix the cells. Three slides 
should suffice for diagnostic purposes. Following fixation 
the smears are ready for future staining by the Papani- 
colaou technique. With this procedure, the improved 
stomach explorer has been tested and found to be 
satisfactory for gastric diagnosis. 

COMMENT 

To pass the abrasive balloon into the stomach for 
cytological diagnosis is no more difficult than to insert a 
stomach tube through the nose for gastric analysis. The 
criteria for the use of the abrasive gastric balloon test is 
the suspicion of a malignant gastric lesion. Age is not a 
factor, the older age group of patients tolerating the 
examination extremely well. While the abrasive balloon 
is in the stomach, it makes immediate contact with the 
entire mucosal surface. The particles of mucoid cellular 
material represent, for the most part, abnormal shedding 
tissue. It is already known that normal gastric mucosa 
resists mechanical exfoliation. In many ways, the gastric 
smear is a concentrated reflection of the entire stomach 
surface. The cytological interpretation of the gastric 
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smear is an integrated picture of the histological and 
pathological status of the stomach mucosa. The final in- 
terpretation may be read as negative or positive for 
malignant disease, although occasionally an abnormal 
smear will occur giving a suspicious negative result. 

Untoward effects from the abrasive gastric balloon 
have not been encountered. Gastric ulcers have pro- 
gressed to healing without event. Accentuation of bleed- 
ing has not occurred in patients who have had recent 
gastric hemorrhage; however, the use of the abrasive 
gastric balloon test is being avoided in the presence of 
active gastrointestinal hemorrhage, known esophageal 
varices, or esophageal obstruction or postoperatively in 
cases of gastric resection. 

How should the abrasive gastric balloon test be used 
as a diagnostic screening test? The stomach of the patient 
may be investigated cytologically if he shows (a) early 
symptoms and signs of malignant disease, (b) achlor- 
hydria, (c) questionable defects seen by gastrointestinal 
series, or (d) suspicious mucosal lesions seen by gastro- 
scopic examination. The individual gastric suspect may 
be handled in the clinic quickly by first securing a gastric 
analysis and then performing an abrasive gastric balloon 
cytological examination. In this way, the achlorhydric 
stomach would be screened, and the retentive stomach 
could be recognized for adequate preparation. 

If a positive gastric smear is obtained, the problem 
immediately becomes surgical in nature, and considera- 
tion of exploratory laparotomy is warranted. Since car- 
cinoma of the oropharynx may be recognized by direct 
examination and carcinoma of the duodenum is almost 
nonexistent, a general localization of the lesion to the 
stomach or esophagus can be made by cytological 
examination. If a more definite localization of the lesion 
within the stomach is deemed necessary, then a gastro- 
intestinal series and a gastroscopic examination may be 
secured. Ifa negative or suspicious negative gastric smear 
is obtained, the problem should be surveyed further by 
means of an upper gastrointestinal series and gastroscopic 
examination, along with any other gastric tests that may be 
utilized. Material obtained from the abrasive gastric bal- 
loon yields a sufficient quantity and quality of cells from 
the stomach and esophagus to minimize the number of 
false negative and false positive results reported prior to 
development of the balloon technique. Gastric smear 
readings for malignant disease can be depended on to 
have a satisfactory degree of accuracy. As a result of the 
development of this technique, gastric cytology has be- 
come a growing field that offers one potential key to 
gastric diagnosis.* 

SUMMARY 

The application of the abrasive gastric balloon offers 
a convenient diagnostic means for revealing gastric 
malignant disease. The technique is adapted to quick 
office procedure. 
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PRESENT ROLE OF ZINC PEROXIDE IN) TREATMENT OF 
SURGICAL INFECTIONS 


Frank Lamont Meleney, M.D., New York 


The antibiotics have so completely taken hold of our 
minds in the treatment of surgical infections that we are 
often forgetful of other methods of treatment that are 
available. I have frequently been asked whether, since 
the arrival of the sulfonamides and the antibiotics, there 
are any conditions for which medicinal zinc peroxide is 
superior to these other chemotherapeutic agents. Experi- 
ence has demonstrated that there are certain infections 
that are more amenable to treatment with this agent than 
to treatment with the antibiotics and that, if medicinal 
zine peroxide is properly used, it will bring about the 
control of the infection and healing of the wound more 
quickly than will any other form of treatment. 

There are two regions of the body where this drug is 
of particular value: on the outer surface of the skin and 
along the alimentary tract. It can be used for the interior 
of the body only if there is a cavity with an opening from 
which the residue may be readily removed. 


LIMITATIONS AND VIRTUES OF ZINC PEROXIDE 

The limitations of the drug as well as its virtues must 
be kept in mind. The limitations are as follows: 1. It must 
be an active preparation of “mecicinal grade” capable of 
producing nascent oxygen whenever water is added to it. 
2. It must be suspended in sterile distilled water so as 
to form a thick creamy suspension and be applied on 
cotton or fine mesh gauze in close contact with the in- 
fected surfaces. 3. It must be kept wet. 

A test to determine the effectiveness of the drug can 
be easily performed. If a small amount of the powder is 
placed in a test tube and covered with twice the quantity 
of water, within an hour the supernatant water will be- 
come clear, the sediment will become curdy, and bubbles 
of oxygen will form in the curd and will gradually lift it 
to the top of the test tube. Ineffective zinc peroxide will 
remain at the bottom of the test tube as an inert mass, 
which may cake, and no oxygen bubbles will be gener- 
ated.’ 

Before use, zinc peroxide should be sterilized in a dry 
oven for four hours at 140 C. This not only sterilizes it 
but renders it more active. Sterile zinc peroxide may be 
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kept in test tubes or bottles for many months without 
significant deterioration. As far as I know, only the 
DuPont Chemical Company has been able to make the 
active “medicinal grade” zine peroxide, and at present 
Mallinckrodt Chemical Works is the only company dis- 
tributing it. 

The virtues of the drug are as follows: 1. It will rapidly 
destroy anaerobic and microaerophilic organisms and in- 
hibit a wide variety of aerobic bacteria. 2. It is particu- 
larly effective in the presence of mixed infections. Both 
proteus and pyocyaneus organisms are inhibited by it 
when it is used in the concentrations generally employed. 
3. It is completely nontoxic and nonirritating to the tis- 
sues. 4. After the drug gives off its oxygen, relatively 
bland zinc oxide and zinc hydroxide remain, which are 
well tolerated by the tissues. 5. It is a detoxifying agent, 
inactivating almost every kind of bacterial toxin. 6. It 
apparently stimulates the growth of healthy, well-vascu- 
larized, firm, granulation tissue, which hastens wound 
healing and permits early skin grafting. 7. It will control 
hemorrhage from infected surfaces.” 8. One very fortu- 
nate attribute of zinc peroxide is that it does not stick to 
the tissues even when applied on cotton. The outer sur- 
face must be kept wet so that the dressing will not adhere 
to the tissues. 

Zine peroxide is most active when used in a watery 
suspension, but it may be incorporated in a carbowax” 
(polyethylene glycol) water-soluble base when it is used 
on areas difficult to keep moist. This ointment may be 
prepared in any pharmacy with 40 parts of carbowax” 
1540, 40 parts of carbowax" 300, and 20 parts of acti- 
vated zinc peroxide. The carbowaxes" are melted to- 
gether over a free flame and then sterilized in a dry oven 
at 140 C for two hours. The mixture is then allowed to 
cool; as it begins to solidify, the activated zinc peroxide 
is added. It is mixed well with an egg beater and placed 
immediately in the refrigerator. It is again stirred with a 
rod just before solidification and then refrigerated until 
it is solid. Reid and Altemeier found that 1% calcium 
peroxide might be combined with 10% zinc peroxide in 
such a base; the combination seemed to be more effective 
than zinc peroxide alone.* 


ULCERS AND OTHER SKIN INFECTIONS 

Undermining Burrowing Ulcers.—lt was with the un- 
dermining burrowing ulcers that medicinal zinc peroxide 
first demonstrated its clinical usefulness.‘ This lesion is 
caused by a microaerophilic hemolytic Streptococcus 
that has a propensity for burrowing in the subcutaneous 
tissues and down in between muscles and along lym- 
phatic channels. It frequently involves neighboring lymph 
nodes, and the infection often smolders there until the 
nodes are surgically removed. These ulcers are chronic, 
often lasting years until the proper treatment is adminis- 
tered. The infection frequently burrows through the skin 
from beneath. Starting as a pinpoint opening, a daughter 
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ulcer may form, gradually enlarge, and then either fuse 
with the main ulcer or leave a bridge of skin that is com- 
pletely surrounded by epithelium. The value of medic- 
inal zinc peroxide in the treatment of these ulcers has 
been amply confirmed.° 

It is obvious that the local application of any medica- 
ment may not reach every part of the infected surface and 
its activity certainly will not readily spread up to the 
neighboring lymph nodes, if they are involved. The blood 
vessels in the periphery of such lesions are usually 
blocked by blood clots, making it difficult for any medica- 
ment given systemically to reach the infected surface 
from the inside. If contact cannot be maintained with 
every part of the infected surface, it becomes necessary 
to excise the lesion and the grossly involved lymph nodes 
in toto. Then the application of medicinal zinc peroxide 
on the raw surface quickly disposes of the microaerophilic 
hemolytic Streptococcus and all other susceptible organ- 
isms. Cultures have been made during the course of 
wound healing in numerous cases in which this treat- 
ment was used. The first cultures, particularly those ob- 
tained from the innermost recesses of the wound, show 
the microaerophilic hemolytic Streptococcus, but within 
24 to 48 hours the progeny becomes aerobic. With con- 
tinued treatment the organisms become green. Soon 
afterward they disappear from the wound. 

Progressive Bacterial Synergistic Gangrene.—There is 
one type of gangrenous ulcer of the skin that has char- 
acteristic clinical features. This is due to the presence of 
a microaerophilic nonhemolytic Streptococcus and a 
Staphylococcus aureus. It is therefore called synergistic 
gangrene and is inexorably progressive unless it receives 
the proper treatment.® Its pathognomonic symptom is 
extreme pain and tenderness, and it is readily recognized 
by its typical three zones: an outer erythematous zone, 
a middle raised purple necrobiotic zone, and an inner 
zone of “‘suede leather” gangrene. It often starts in an 
infected operative wound, particularly one that has 
drained a putrid abscess of the abdomen or chest, and 
one that has been closed with retention sutures. The 
tension of these sutures seems to establish the conditions 
under which the microaerophilic nonhemolytic Strepto- 
coccus can gain a foothold. 

A number of authors have reported cases of synergistic 
gangrene and have stated that they have treated the con- 
dition with zinc peroxide without effect, but it is obvious 
that medicinal zinc peroxide or any other medicament 
applied locally could never reach the spreading periphery 
of this lesion. In order for one to treat it with medicinal 
zinc peroxide, it is necessary first to widely excise the 
lesion beyond the zone of erythema. Then closely applied 
medicinal zinc peroxide suspension will kill the micro- 
aerophilic organism and will prevent a recurrence of the 
infection. However, it has recently been demonstrated 
that this condition can often be cured and surgery obvi- 
ated by the systemic administration of bacitracin.’ 
Medicinal zinc peroxide, therefore, should ‘not be used 
for treatment of this lesion unless the organisms are re- 
sistant to both penicillin and bacitracin gry. Then 
excision becomes necessary. 


* Other Ulcers and Skin Lesions. —Thiere are various 


other kinds of ulcers that may occur pn, any part of the 
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body surface but are particularly prevalent on the legs. 
If infection plays a major part in their occurrence or in 
their persistence, many of them respond to treatment 
with medicinal zinc peroxide, especially those caused by 
the hemolytic Streptococcus or the hemolytic Staphylo- 
coccus aureus. Hemolytic streptococci promptly disap- 
pear from ulcerated surfaces when medicinal zinc per- 
oxide has been applied. Most of these ulcers do not have 
the typical undermined and rolled in edges, which are 
characteristic of, and should not be confused with, the 
undermining burrowing ulcer. 

Decubital ulcers clean up and heal more rapidly if 
medicinal zinc peroxide is employed on cotton balls or 
flat cotton wet with a suspension of the powder in water 
and kept moist with an overlying layer of wet flat cotton 
sealed with a double thickness of zinc oxide ointment 
gauze. 

Other skin lesions that are particularly amenable to 
treatment with medicinal zinc peroxide are the very com- 
mon exudative lesions produced by contact with the 
leaves, branches, or roots of poison ivy and poison oak. 
If medicinal zinc peroxide powder is applied to the lesions 
in the form of a lotion, they usually dry up quickly and 
spread no further. A rapid cure almost invariably results, 
probably owing to the detoxication of the Rhus toxin. 
The pain and vesiculation of herpes zoster is also amen- 
able to medicinal zinc peroxide treatment. Again the 
medicament should be applied in the form of a lotion, 
which can be renewed at frequent intervals. 

In the foul-smelling gangrenous lesions of the extremi- 
ties in diabetes or arteriosclerosis, the use of medicinal 
zinc peroxide will prevent the activity of the odoriferous 
Organisms and sometimes permit healing after conserva- 
tive removal of the dead tissue.* 

Gas Gangrene.—The results of medicinal zinc per- 
oxide therapy in both experimental and clinical gas 
gangrene are somewhat equivocal, probably because of 
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the difficulty of getting and maintaining contact with the 
area of infection.” With excision of the necrotic muscle, 
however, treatment with medicinal zinc peroxide has been 
found able to take care of the residual infection. The 
benefit obtained by intramuscular and local application 
of bacitracin and the oral administration of aureomycin 
and chloramphenicol may well take the place of medici- 
nal zinc peroxide in the treatment of this condition. 

Putrid Lung Abscess.—In toul-smelling lung abscesses 
that have been surgically drained, medicinal zinc per- 
oxide may be instilled and gently applied on cotton balls, 
with prompt disappearance of the putrid odor, which is 
due to the anaerobic streptococci, spirochetes, and fusi- 
form bacilli.'” 

Human Bites.—Lesions resulting from human bites 
often fall into the same category as lung abscesses as far 
as the bacteriologic aspects are concerned, and medicinal 
zine peroxide is effective both in the prophylactic and in 
the active treatment of these wounds. 


ALIMENTARY TRACT INFECTIONS 


Mouth and Throat Lesions.—Infections along the 
alimentary tract are successfully treated with medicinal 
zinc peroxide, for example, ulcerative stomatitis and Vin- 
cent’s infection of the mouth and gums.*' Often the pain 
of sore throat produced by the hemolytic Streptococcus 
is promptly relieved by the use of medicinal zine per- 
oxide. This may be applied to the surface as a mouth- 
wash or gargle, or, in order to maintain contact with the 
infection for as long a time as possible, it is a good prac- 
tice to make a thick suspension of medicinal zinc per- 
oxide on a flat piece of wet cotton and apply it directly 
to the lesion, maintaining contact for an hour at a time 
several times a day. The tonsils and pharynx may be 
swabbed with cotton on an applicator wet with the zinc 
peroxide suspension. Medicinal zinc peroxide may be 
used as a prophylactic before plastic operations on the 
mouth or before dental extractions. After extractions it 
may be applied on a small pledget of cotton directly into 
the tooth socket. 

If infections occur from the mouth organisms spread- 
ing down into the neck with a rapid breakdown of the 
nodes and surrounding tissues, after incision for drainage, 
medicinal zinc peroxide may be applied to the abscess 
cavity, with a rapid resolution of the infection.'* The foul 
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odor of these infections is due to gas-forming anaerobic 
streptococci with or without spirochetes. When their 
growth and activity is prevented by treatment with medic- 
inal zinc peroxide, the odor rapidly disappears. 

Mediastinal Infections.—Likewise, the foul-smelling 
abscesses that form in the mediastinum or in the pleura 
after perforation of the esophagus, by a foreign body, by 
an ulceration, or by a dilating instrument, respond to zinc 
peroxide after surgical intervention, because the most 
important organism in such infections is a gas-forming 
anaerobic Streptococcus. Medicinal zine peroxide can- 
not be given by mouth because it causes nausea when it 
reaches the stomach, unless it is taken in enteric-coated 
capsules. However, only small quantities can be delivered 
to the intestine in that way. The antibiotics and the 
sulfonamides are more dependable for reducing the sus- 
ceptible organisms of the intestine. 

Ulcerative Colitis ulcerative colitis, medicinal 
zinc peroxide may be extremely useful.'* If the lesion is 
limited to the lower part of the large bowel in the rectum 
and sigmoid, medicinal zinc peroxide may be delivered 
by retention enemas. In some cases when there is ex- 
tensive ulceration and extreme irritability, it cannot be 
retained very long at first, but, if it is so introduced and 
expelled, it leaves a coating of zinc peroxide that has an 
inhibiting effect on the growth of anaerobic organisms 
and favors the healing of ulcerations. With repeated in- 
stillations it can be tolerated for a longer and longer time. 
However, if a retention enema containing medicinal zinc 
peroxide, 6 to 8 oz. (170 to 227 gm.), cannot reach the 
upper limits of the lesion, it is necessary to perform a 
cecostomy and deliver it above the lesion, so that it may 
reach all of the infected surfaces. In many cases delivering 
it in this way results in rapid healing of the ulcerated 
area of the intestine from the cecum downward, even 
when the drug is mixed with fecal material. However, in 
some cases in which the ulceration is extreme, it is better 
to perform either an ileostomy or a colostomy above the 
lesion, thus cutting off the fecal stream and giving the 
medicament a better chance to act on the ulcerated areas 
of the mucous membrane. I feel certain that, with medici- 
nal zinc peroxide therapy, a colectomy can be avoided in 
some cases or a less extensive colectomy than would 
otherwise be required can be performed. 

Whenever medicinal zinc peroxide is used in an enema 
or is to be delivered into the cecum or lower ileum, it is 
advisable to suspend it in a 2% polyvinyl alcohol solu- 
tion rather than in sodium chloride solution or in water. 
In this mucilaginous suspension it does not become dry 
and hard during the dehydration process as the fecal 
material passes on toward the rectum. 

Anorectal Infection.—Medicinal zinc peroxide is ex- 
tremely useful after operations on fistulous tracts and on 
hemorrhoids as well as on infected pilonidal cysts. It 
may be applied in a watery suspension on cotton balls 
that fit readily into the cavity from which the fistulous 
tract has been excised or the pilonidal sinus has been 
removed.'' After hemorrhoid operations a gauze roll 
may be soaked in the medicinal zinc peroxide suspension 
and inserted into the anus. I have yet to find a patieng 
who objects to the presence of the plug. The gentle pres- 
sure that it exerts tends to stop all bleeding and inflam- 
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mation. One is particularly struck by the absence of 
swelling, redness, and pain around the site of operation. 
On the second, third, or fourth day this roll may be 
readily removed from the anal canal, and by that time the 
danger of infection from intestinal contents has passed. 


VAGINAL INFECTION 


The organisms most to be feared in the vagina are the 
hemolytic streptococci, the anaerobic cocci, and the gas 
gangrene organisms. These are all inhibited and destroyed 
by medicinal zinc peroxide therapy. Infections of the 
vagina caused by these organisms are generally quickly 
brought under control by the nightly instillation of a 
suspension of this drug. This may also be used as a pro- 
phylactic against infection before plastic operations on 
the vagina and before supravaginal hysterectomy. 


AS AN ADJUNCT IN CANCER THERAPY 


Those who deal with cancer find medicinal zinc per- 
oxide very useful, particularly in minimizing the foul 
odor and bad taste of inoperable cancerous lesions of 
the mouth during and after radiotherapy.'* In the Memo- 
rial Hospital in New York it is employed constantly for 
these purposes.'® In cases in which there is a radionecrosis 
of skin—for example, in the mammary region—medici- 
nal zinc peroxide therapy will prevent odor and favor 
wound healing. When a colostomy is formed, light pack- 
ing around it with gauze soaked with a suspension of 
medicinal zine peroxide or medicinal zinc peroxide oint- 
ment will usually prevent the development of infection 
in the surrounding tissues and prevent the sloughing of 
fascia, which may lead to a ventral hernia. After an ab- 
dominoperineal resection of the bowel, the perineal 
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cavity may be kept free from infection by instillation of 
medicinal zinc peroxide and packing of the cavity with 
a 5 yd. (4.67 meters) gauze roll inside a China silk 
tampon. 

SUMMARY 

Medicinal zinc peroxide is still useful in the treatment 
of surgical infections even though the sulfonamides and 
antibiotics are available. Only the medicinal zinc per- 
oxide approved by the United States Pharmacopoeia 
should be used. It is more effective if activated and steril- 
ized by heating the powder in a dry oven at 140 C for 
four hours. After this procedure it may be kept in sterile 
containers for several months without significant de- 
terioration. 

The most important conditions better served by medic- 
inal zinc peroxide therapy are undermining burrowing 
ulcers; synergistic gangrene, only after excision; decubital 
ulcers; other ulcers in which there is a large element of 
infection; diabetic gangrene; ulcerative stomatitis; foul- 
smelling lesions of the mouth and neck, especially in the 
presence of cancer; radiation burns; ulcerative colitis: 
and nonvenereal vaginitis. It is useful as a prophylactic 
around colostomies and after dental extractions. It is 
also very effective for the skin lesions of herpes zoster and 
poison ivy. 

630 W. 168th St. 

15. Freeman, B. S.: The Use of Zinc Peroxide in Malignant Lesions, 
J. A. M. A. 115: 181-186 (July 20) 1940. Sunderland, D. A.: A De- 
odorant for Care of Cancer Patients, Pub. Health Nursing $2: 110-111, 
1940. Sunderland, D. A., and Binkley, J. S.: The Use of Zinc Peroxide in 
Infected Tumors and Radiation Necrosis: Report of Cases with Technic, 
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LONGEVITY IN BENIGN ESSENTIAL HYPERTENSION 


James P. O'Hare, M.D. 


Robert B. Holden, M.D., Boston 


This is a report of a study of 100 cases of benign 
essential hypertension followed personally by us for 10 
to 34 years. Our purpose in making this study was three- 
fold: (1) to add to the meager volume of valid published 
data concerned with the ordinary course of this disorder; 
(2) to seek clues that might explain the long life and 
favorable course in these cases, thereby increasing our 
capacity for making accurate prognoses; and (3) to make 
physicians more conscious of the fact that the course in 
many hypertensive patients may be a very benign one, 
compatible with long and effective living. If this last can 
be accomplished, judgments concerning patients with 
high blood pressure will be dominated less by the end- 
stages of this disorder, with its dreaded hemiplegia, heart 
failure, Or uremic poisoning, and patients should receive 
better and more reasonable therapy than many now do. 
It is our hope that this paper may also dispel much of the 
confusion created by the literature concerning length of 
life in patients with hypertensive vascular disease. 

Reports concerned with mortality rates among pa- 
tients with hypertensive vascular disease have been con- 


tradictory. For example, Ranges! reported no deaths 
whatsoever among 241 patients observed for 10 to 25 
years, whereas Hamman’s”’ 10-year death rate was 
78%. Statistics from other authors fluctuate markedly 
between these extremes. Such apparent lack of unanimity 
is readily explained by analysis of the various methods 
of selection used by different authors. Cases of mild dis- 
ease predominate in some papers ' and cases of severe 
disease in others.* In many,* cases of both benign and 


From the Medical Service of the Peter Bent Brigham Hospital. 
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malignant disease are grouped together. Some authors ° 
make little if any distinction between the various diseases 
that have hypertension as a common factor. Some publi- 
cations deal only with special groups, such as those that 
have come under the scrutiny of insurance companies.® 
The reports of Hamman,” Paullin,’ Riesman,* Rice,” and 
Burgess ‘’ deal exclusively with private patients. Most of 
the other writers have utilized only hospital or clinic 
patients. Their papers have the inherent weakness of 
being essentially collections of data taken from hospital 
records. The observations recorded had been made by 
numerous observers with varying interests and standards 
of accuracy. 

Some of the confusion has been dispelled in the last 
few years by the excellent articles of Burgess,'’ Blood," 
Perera,'’ Palmer,'* Ranges,' Smith,'* and Griep.'° Many 
more will have to be written with data carefully deter- 
mined and compiled by uniform methods before adequate 
information is available. 

Papers based on a continuing series of documented 
observations made by trained persons are few indeed. 
Seventy-eight per cent of our patients were private pa- 
tients of one of us (J. P. O'H.). Twenty-two per cent 
were patients in the clinic at the Peter Bent Brigham 
Hospital, and all the observations on them were made 
by one of us (J. P. OH.) or his associates. 

Cases were selected on the basis of (1) a documented 
history of 10 or more years of hypertension (systolic 
145 mm., diastolic 95 mm., minimum); (2) absence of 
primary renal disease (glomerulonephritis or pyelo- 
nephritis); (3) absence of coarctation of the aorta, val- 
vular heart disease, hyperthyroidism, and similar dis- 
orders causing hypertension; and (4) absence of any 
radical therapy, such as sympathectomy and rice diet. 
(A very small group of these patients, in their early years, 
had an unsuccessful trial with diet extremely low in salt. 
Another small group received “cyanate” therapy for a 
few weeks.) Excluding these few, the condition in all 
patients was classifiable as benign essential hypertension 
treated throughout by conservative methods only, i. e., 
sedation, weight reduction, and general advice. 

Of the entire group of 100, all were white and pre- 
dominantly of Irish, American, or Jewish extraction; 67 
were women and 33 men. The age distribution at the 
time of discovery of the hypertension ranged from 21 to 
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68 years, with an average of 45 years. Initial systolic 
pressures varied from 130 mm. to 250 mm.; diastolic 
pressures from 80 mm. to 140 mm. (Normal systolic 
pressures were accompanied by elevated diastolic pres- 
sures and vice versa.) The period of documented hyper- 
tension ranged from 10 to 34 years, with an average of 
more than 17 years. Since 71% of these patients are still 
alive, including our “34-year” patient, this range and 
average will in all probability increase. A breakdown of 
the group by five-year periods is shown in table 1. 


TABLE 1.—Duration of Hypertension 


No. of 
Period, Yr. Patients No. Living No. Dead 

se 42 31 11 
35 24 11 


It is particularly impressive that 23 patients have lived 
20 or more years (average 25) with their hypertension 
and that 16 of these are still alive and have a fair chance 
of living several more years. 

Of the group of 71 still alive, 47 are in “good” condi- 
tion, 19 in “fair” condition, and only 5 in “poor” health. 
Such data clearly point to the fact that essential hyper- 
tension may be compatible with relatively long life. 
Furthermore, such long life has been, with some excep- 
tions, reasonably comfortable and effective. 

Thus far only 29 of our patients have died. The causes 
of death are indicated in table 2. The incidence of cere- 
bral accident and myocardial failure among these 29 is at 
variance with that in other published data. However, this 
is a very small group; when death eventually comes to 
the entire 100, the percentages, in ail probability, will be 
quite different. It should be noted, too, that the figures in 
table 2 represent only the principal cause of death. Few 
patients have escaped one or more of the complications 
commonly associated with hypertensive vascular disease. 
For example, coronary insufficiency has been noted at 
some time in 51% of the entire group of 100 patients. 
In the 29 who have died, this symptom had occurred in 
all but 8. Coronary thrombosis, though listed as the prin- 


TABLE 2.—Principal Cause of Death in Twenty-Nine Patients 


Cause No. of Patients 
14 


cipal cause of death in only 8 patients, occurred at least 
once in 12 others. Myocardial failure was the chief cause 
of death in only 3 patients, and yet it was noted in 19% 
of the entire group and played a prominent role in 13 
patients who died. This disorder appeared late in the 
disease, usually during the last two years of life. Cerebral 
vascular accident, credited with being the principal cause 
of death in 14 patients, occurred in 28 of the entire group. 
Chronic nephritis developed in 12 patients but played a 
significant role in only one of those who died. Diabetes 
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mellitus was noted in nine patients but was an important 
feature in only three of those who died. 

in any disease as prevalent as hypertension, it is obvi- 
ous that observations on 100 patients, even when such 
observations are as numerous and accurate as Ours, may 
not be statistically significant. Others, no doubt, will 
record similar observations, and eventually there will be 
accumulated sufficient accurate material to make the 
total significant. Nevertheless, we would be remiss if at 
this time we did not analyze our voluminous data to 
check the clinical impressions gained from these patients 
and to seek clues that might explain their longevity and 
their favorable courses. We believe the results are of 
considerable interest and importance, particularly with 
respect to the light they throw on the course of benign 
hypertension and the suggestions they offer for making 
more satisfactory prognoses. 

It may be suggested, with some degree of justice, that 
ours is an exceptional group. To the extent that these 
patients were deliberately chosen because they had essen- 
tial hypertension, had lived with this disorder at least 10 
years, and had accurate documentation, this is correct. 
We have no means of knowing what percentage of the 
total number of patients with essential hypertension is 
represented by patients with such benign disease. Too 
few groups have been followed for 10 or more years to 
permit us to answer this question. We strongly suspect 
that the percentage is far greater than is commonly 
believed. 

It may be argued that the group is not truly repre- 
sentative, since four-fifths of the patients were private 
and only one-fifth clinic patients. It can be truthfully 
stated that as a whole the patients were from typically 
“middle-class” American families. Few were wealthy, 
and few were very poor. Practically none was able to give 
himself exceptional care. Not more than 4 out of the 
entire 100 could be said to be even reasonably free from 
strains of one kind or another, real or imagined. 

Our series contains a high proportion of women (67 
women to 33 men). This proportion is, however, in 
keeping with that considered usual by Boas *° and by 
Blackford.’ It is generally agreed that women as a class 
withstand hypertensive disease better than do men. Our 
data support this conclusion. It is of considerable interest 
to note that of the 23 patients who have lived the longest 
(29 or more years) only 5 were men. 


AGE AT ONSET 

The predominance of the younger age group among 
‘he patients with chronic nephritis or “malignant” hyper- 
tension must account, in part at least, for the generally 
accepted opinion that the younger the age when hyper- 
tension starts, the poorer the prognosis, and the older the 
age at onset, the more favorable the outlook. While this 
statement is generally true, there must be many excep- 
tions. Some of these are found in this series. In our 
patients, all of whom had high blood pressure for at 
least 10 years, the age at discovery ranged from 21 to 68 
years, with an average of 45 years. In 5 patients the dis- 

ease began before age 30 and in 28 before age 40. 
It is of additional interest to note in the 23 patients 
who have lived the longest—20 or more years—that 10 
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were discovered to be hypertensive before they were 40 
years of age and one before he was 30. Furthermore, of 
the 28 with onset before 40 years, only 8 have died. 
Perhaps the ratio of 20 women to 8 men in this group 
may be a factor. 


RANGE OF BLOOD PRESSURES 

With three important exceptions, to be discussed later, 
blood pressure levels, per se, in the individual patient 
were of little value in helping us to determine his true 
condition and make a prognosis. This is particularly true 
of the initial readings. These readings in some patients 
were exceedingly high, reaching in one, a top level of 
250/140. The lowest initial recording was 130/80. 
(Sub-hypertensive systolic and diastolic levels were as- 
sociated with corresponding hypertensive diastolic and 
systolic readings. ) 

False conclusions could easily have been drawn—and 
probably were—from such high figures, undoubtedly 
recorded at times of great stress. It should be again 
pointed out that all these patients lived at least 10 years 
after such high levels were observed. In the group that 
have lived 20 years or more, the initial blood pressure 
was found to be as high as 224/120. Three of this same 
group had initial systolic pressures over 200, and 2 had 
diastolic levels over 120. (It seems reasonable to draw 
another inference from these high first readings: that 
these patients probably had had increased pressure for 
some time previous to its discovery. ) 

Throughout the years of observation, the highest sys- 
tolic pressure was 300 and the highest diastolic pressure 
170; the lowest systolic pressure was 108 and the lowest 
diastolic pressure 60. The range of individual variations 
was as follows: systolic 20 to 150 (average 68) and 
diastolic 10 to 81 (average 40). 

Over the years, too, individual blood pressure readings 
and curves of pressures by themselves contributed little 
toward a proper prognosis. Wide variations, in the forms 
of peaks or slower wave-like rises and falls, were the rule. 
There was little “trend” pattern and, except in a group 
of 17 patients, little constancy or stabilized levels of 
pressure. 

These 17 patients are of particular interest in that, 
throughout their courses, they have never shown pres- 
sures above 180/120. Six of these are in the group of 
23 who have lived more than 20 years. One is still alive 
and well after 34 years of such hypertension. Four pa- 
tients have constantly shown diastolic levels of 110 mm. 
or less. Only 4 of the entire 17 have died, all with serious 
heart failure. Patients of this type, who maintain a con- 
stant low level of hypertension for months or years, are 
exceptional, and the statement made previously that 
blood pressure levels, per se, gave little indication of the 
ultimate prognosis, is not true of them. A second excep- 
tion is the type of patient having progressive, steady rise 
of diastolic pressure into high levels, foreboding strain on 
the whole circulatory apparatus. However, this occurred 
rarely in our group, and then only near the end of life. 


16. Boas, E. P., and Fineberg, M. H.: Hypertension in its Relationship 
to Mitral Stenosis and Aortic Insufficiency, Am. J. M. Sc. 172: 648, 1926. 

17. Blackford, J. M.; Bowers, J. M., and Baker, J. W.: Follow-Up 
Study of Hypertension, J. A. M. A. 94: 328 (Feb. 1) 1930. 
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AVERAGE BASAL DIASTOLIC BLOOD PRESSURE 

In the group that has lived 20 years or more, the 
average basal '* diastolic pressure was 91 mm. The aver- 
age in the entire group was 95 mm. and in those that had 
died, 99 mm. The most important exception to the gener- 
ally poor prognostic value of blood pressure readings, and 
one of the most important conclusions we have been 
able to draw from our studies, is that low basal diastolic 
pressures suggest a favorable course. It seems highly 
significant that these patients, who have at times shown 
such extremely high levels of systolic and diastolic pres- 
sure and yet have lived so long and so well, have had 
basal diastolic pressures that averaged throughout the 
years only 95 mm. For the 23 who have lived an average 
of 25 years, the average “basal” diastolic pressure was 
even lower (91 mm.); for the 29 dead, who lived an 
average of 17 years, it was somewhat higher (99 mm.). 

In our judgment, basal diastolic pressures represent 
more nearly the ordinary day by day, hour by hour, 
arterial pressure and circulatory strain than do the higher 
“spot” readings made in the physician’s office or in the 
hospital, readings so often affected by the emotional 
Strain of the examination. 

Summarizing the analysis of our data on blood pres- 
sures in this group, we conclude that, with two important 
exceptions, single readings at any given time, or multiple 
readings over long periods, by themselves, were of little 
help in prediction of the course of the disease. The two 
exceptions were in (1) the relatively small group of pa- 
tients whose pressures were stabilized at comparatively 
low levels of hypertension, and (2) those with low aver- 
age basal diastolic pressures. We may also conclude that, 
in these 100 patients, the degree and constancy of strain 
were far less than were suggested by the frequent high 
levels of blood pressure recorded. 


FUNDI 


For many years we have believed that careful exami- 
nation of the fundi was one of the most fruitful studies 
that could be made of the hypertensive patient. We felt 
that the degree of retinal arteriolar sclerosis revealed the 
results of strains and the seriousness of the disease better 
than any other single sign until the appearance of the 
advanced cardiac and cerebral changes that presage the 
“end of the road.” Sporadic hemorrhages and white spots, 
except in association with severe retinal arteriolar scle- 
rosis or papilledema, seemed to have little prognostic 
value. The analysis of the data in this series confirms our 
previous opinions. 

It is extremely significant that of 98 patients the results 
of whose most recent examinations were satisfactory, 
only 22 showed marked arteriolar sclerosis (grade 3). 
One-third never revealed more than a moderate amount 
(grade 2), and almost one-half with all their years of 
hypertension, still had only grade 1 arteriolar sclerosis. 
The older group, those with more than 20 years of high 
blood pressure, are even more interesting, in that 6 of 
the 22 had grade |, 8 had grade 2, and only 8 had grade 
3 arteriolar sclerosis. The slight increase in the number 


18. The term ‘‘basal”’ as used here differs somewhat from the usual 
understanding of that term. In the earlier days no such readings were 
made. The term as we have used it refers to the lowest “‘spot’’ readings, 
in three or five-year periods, according to the amount of available data. 
True basal readings would, no doubt, have been even lower. 
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with grade 3 arteriolar sclerosis among the group of dead 
patients is hardly significant, since it is to be remembered 
that even these patients averaged 17 years of high blood 
pressure. 

As indicated in table 3, the relative infrequency of ad- 
vanced changes in the retinas and disks speak for them- 
selves. Only three of the entire group had many 
hemorrhages and/or exudates, and none had severe 
papilledema. 

Since the arterioles are the blood vessels most con- 
cerned in the hypertensive process, it seems reasonable 
to infer that these vessels in our long-lived patients tol- 
erated the pressures very well and that the strains, in spite 
of the occasional high pressures recorded, were not so 
great as might have been expected. This idea fits well 
with that indicated by the low level of basal diastolic 
pressures previously mentioned. 


ELECTROCARDIOGRAPHIC AND ROENTGENOGRAPHIC 
OBSERVATIONS 


Two other divisions of our data seem to point in the 
same direction: the electrocardiographic and roentgeno- 
graphic observations of the hearts. 


TABLE 3.—Ohbservations of the Fundi 


Arteriolar Sclerosis 
No. of Patients Grade Grade2 Grade 3 
Living average of 25+ yr., 8 8 
Maximum Retinitis 
Grade Grade] t:irade2 Grade 3 
Living average of 25+ yr., 23%... 13 5 4 1 
Papilledema 
Grade 0 Grade > Gradel Grade 2 
son 2 4 1 
Living average of 25+ yr., 22%... 22 et ‘ 


* Apparent discrepancy in nuinbers is due to lack of recent observyva- 
tions or to inadequate observations because of cataraets and the like. 
+ Lived an average of 17 years. 


Among 91 patients, the electrocardiographs showed 
normal axis in 26, left axis deviation in 50, left axis de- 
viation with left ventricular hypertrophy in 14, and left 
ventricular hypertrophy alone in 1. 

In the light of the previously expressed opinion con- 
cerning the degree of strain, it is important to note that 
26 of the group of 91 have never shown anything but a 
normal axis, never having showed even the left axis 
deviation so commonly associated with hypertension. 
Only 15 revealed the greater strain indicated by the left 
ventricular hypertrophy pattern. . 

Of course, there were other electrocardiographic ab- 
normalities of greater or lesser magnitude. The most 
common was a progressive slight lowering of the T waves 
in the four principal leads. This change was noted in 49 
patients. Inversion of T waves in these same leads was 
next in frequency, discovered in 36 patients. Diphasia of 
T waves developed in 15. Premature beats, both auricu- 
lar and ventricular, were more often heard than recorded 
in our tracings, only 11 of which revealed these common 
abnormalities. 
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In the patients with more serious cardiac involvement, 
major electrocardiographic changes were recorded. Heart 
block, varying in degree from a prolonged P-R interval 
to bundle branch block, was noted in seven of the group. 
In the 20 instances of myocardial infarction, the diag- 
nosis was confirmed by characteristic electrocardio- 
graphic patterns. 

Roentgenograms of the heart in 61 patients showed no 
enlargement (10% or less) in 41 and enlargement (15 
to 40% ) in 20. Lack of strain and wear and tear is still 
further suggested by roentgenograms of the heart taken 
at a distance of 7 ft. and fluoroscopic examination. Two- 
thirds of the patients who had satisfactory x-ray examina- 
tions late in the period of observation revealed no sig- 
nificant enlargement of this organ. It should be said, 
however, that fluoroscopic study almost always revealed 
a prominent left ventricle. Many showed elongation and 
tortuosity of the aorta; a few showed calcification of this 
vessel. Most of those with large hearts had coronary 
artery disease. However, several patients with known 
coronary symptoms had normal-sized hearts. 


COMPLICATIONS 


In trying to account for the long course of these pa- 
tients, we sought to ascertain whether they had been un- 
usually free from the complications that so often accom- 


TABLE 4.—IJncidence of Complications 


Among 100 Among 


Complieation Patients 29 Dead 
Cerebrovascular accident 28 15 


pany hypertensive vascular disease. Table 4 suggests that 
they were not. However, it is a fact that these disturbing 
complications occurred late in the disease with few ex- 
ceptions, and often they contributed to the terminal 
event. As seen in table 2, cerebrovascular accident was 
the cause of death in 14, coronary thrombosis in 8, and 
congestive failure in 3. 

Angina pectoris always warrants caution in the prog- 
nosis; yet, 12 of the 51 patients who had this symptom 
lived many years after the initial attack. One patient had 
her first severe attack 26 years before her death. In some 
of these patients, pain occurred irregularly over several 
years. A few had several attacks followed by long inter- 
vals of freedom, indicating, probably, the development 
of collateral channels. The prognosis for patients with 
angina pectoris, though always uncertain, is far from 
hopeless and may be compatible with many years of life. 
Even coronary thrombosis may be followed ty several 
years of comfortable living, as it was in 7 of the 20 pa- 
tients who had such a complication. At least six patients 
who experienced a cerebral vascular accident have lived 
2 to 13 years after the first “stroke.” One is still alive after 
13 years. 

Two complications were invariably late in these pa- 
tients: congestive failure and uremia. The former rarely 
developed earlier than two years before death. It was al- 
ways serious. While slight proteinuria was noted at some 
time or other in 58% of our series, true chronic nephritis 
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developed in only 12 patients and played a prominent 
part in the death of only one. The progress of renal failure 
was very slow, but, when it became marked, the end was 
near. 

The presence of any of these circulatory complications 
warrants a cautious but not hopeless prognosis in all 
patients with hypertensive vascular disease. Their absence 
warrants a more favorable outlook. Ten of the 23 pa- 
tients who have lived 20 or more years with their hyper- 
tension never showed any of these symptoms or signs. 
By contrast, all but one of the patients who have died 
(and he from cancer of the pancreas) have had one or 
more of these complications. 


SUMMARY AND CONCLUSIONS 

A study of 100 patients with benign essential hyper- 
tension followed by the authors for 10 to 34 years (aver- 
age 17+ years) is presented. Seventy-one per cent are 
still alive, and only five of these are in poor condition, 
Reasonable explanations for their longevity and gener- 
aily favorable course seem to be the predominance of the 
female sex in this series and objective evidence that the 
circulatory strains were not so great as the generally high 
levels of pressure recorded suggested. 

This evidence suggests that the determination of 
“basal” diastolic pressures and the careful evaluation of 
the degree of retinal arteriolar sclerosis are of maximum 
importance in making accurate prognoses in patients 
with hypertensive vascular disease. Of lesser importance, 
perhaps because less readily available, are electrocardi- 
ographic and roentgenographic observations of the heart. 

This report indicates that essential hypertension may 
be compatible with a relatively long and effective life. 
One must give this fact serious consideration in making 
prognoses and planning therapy, to avoid creating “blood 
pressure neurotics” and subjecting patients to difficult, 
expensive, prolonged, and often ineffective treatment. 


$20 Commonwealth Ave. (Dr. O'Hare). 


Cervical Lymphadenopathy.—Asymmetric enlargement of one 
Or more cervical lymph nodes in the adult is almost always 
cancerous and usually is due to metastasis from a primary lesion 
in the mouth or pharynx. The foregoing statement may appear 
dogmatic, but as a basic principle for the physician's clinical 
attitude toward cervical tumors it will prove to be both sound 
and dependabie, and will result in the early discovery of many 
cryptic primary growths. . . The phrase, usually due to 
metastasis from a primary lesion in the mouth or pharynx, is 
wholly true if the examiner is sufficiently alert and experienced 
to exclude from consideration such benign and readily recog- 
nizable tumors as lipoma, branchiogenic cyst, etc., which are not 
highly suggestive of metastatic cancer. . . . The crux of the 
problem . . . is the frequent failure to recognize the probable 
cancerous nature of cervical tumors in the adult and, further- 
more, the failure to realize that practically all malignant cervi- 
cal tumors are metastatic rather than primary in the neck. Unless 
he understands the basic nature of this clinical phenomenon, 
the first physician consulted by a patient with a cervical tumor 
will not examine the mouth and pharynx for a “silent” primary 
lesion. In other cases, although the possibility of an oral or 
pharyngeal growth is appreciated, too much dependence is 
placed on a single—even cursory—examination. As a result, 
precious time is lost and the primary growth may advance to an 
incurable stage before it is discovered.—Hayes Martin, M.D., 
and Claude Romieu, M.D., The Diagnostic Significance of a 
“Lump in the Neck,” Postgraduate Medicine, June, 1952. 
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CORTICOTROPIN (ACTH) IN THE TREATMENT OF ACUTE 
SUBACROMIAL BURSITIS 


Charles LeRoy Steinberg, M.D. 


and 


Andries 1. Roodenburg, M.D., Rochester, N. Y. 


The multiplicity of “successful” treatments advocated 
for subacromial bursitis indicates that failures are com- 
mon. Various treatments that have been used are injec- 
tion of the subacromial bursa with procaine hydrochlo- 
ride, iron cacodylate injections, short wave local treat- 
ment, hot moist packs, immobilization, surgical excision 
of the bursa, radiation therapy, and manipulation of the 
shoulder with the patient under a general anesthetic. 
Radiation therapy has been more or less accepted as 
being the most efficacious treatment for acute subacro- 
mial bursitis. Meyerding and Ivins ' stated that acute 
lesions have responded to roentgen treatment in contrast 
to failure in cases of more chronic lesions. Forty of the 
150 patients in their series were treated with roentgen 
rays. Lattomus and Hunter ° found that the best results 
were obtained in the cases of acyte disease, either first 
attacks or acute exacerbations a chronic condition. 
Leucutia (in Portmann “*) stated that the severe pain in 
the cases of acute subacromial bursitis is relieved by 
roentgen therapy within 48 hours. 

Successful treatment of this condition should accom- 
plish first and foremost relief from the severe pain. 
The follow-up care should be directed toward obtaining 
normal or near normal motion of the shoulder joint. The 
advantages of roentgen therapy are that it is applied 
easily and is usually effective within 48 hours. However, 
it is to be noted that at least 50% of patients so treated 
experience intense aggravation of the shoulder pain and 
require opiates during this 48 hour period. Another dis- 
advantage to this treatment is that, although relief fol- 
lows within a period of 24 to 48 hours, a frozen or less 
mobile shoulder joint results unless a carefully planned 
program of physical therapy is soon inaugurated. 

The recent dramatic relief of joint symptoms associ- 


ated with cortisone, hydrocortisone, or corticotropin. 


(ACTH) therapy has stimulated us to study the effects 
of corticotropin therapy on acute subacromial bursitis. 
This is” usually a self-limiting condition associated 
with severe pain and disability of the shoulder joint. 
Since the condition is self-limiting and therefore would 
require a short period of treatment with corticotropin, 
none of the complications associated with treatment with 
this hormone should’ be encountered. It was therefore 
tried in the following six patients with various dose 
schedules. 


Director of the Arthritis Clinic and Senior Visiting Physician (Dr. 
Steinberg), Physician to the Arthritis Clinic and Junior Attending Physi- 
cian (Dr. Roodenburg), Rochester General Hospital. 

1. Meyerding, H. W., and Ivins, J. C.: Causation and Treatment of 
Painful Stiff Shoulder: Subdeltoid Bursitis, Periarthritis, Tendinitis and 
Adhesive Capsulitis, Arch. Surg. 56: 693 (June) 1948. 

2. Lattomus, W. W., and Hunter, L. M.: Roentgen Therapy of Sub- 


deltoid Bursitis: Review of 235 Cases, Delaware State M. J. 21:115 a 


(June) 1949. 


3. Portmann, U. V., editor: Clinical Therapeutic Radiology, New York, 
Nelson & Sons, 1950, p. 531. 


REPORT OF CASES 


Case 1.—E. O., a white man aged 45, was first seen June 1, 
1951. He had had some discomfort in his left shoulder for one 
week. The pain became intense on May 27, 1951 (four days 
before treatment was started), after he had lifted approximately 
50 Ib. (28 kg.). The pain permitted him no sleep at night. There 
was severe tenderness over the left subacromial bursa. No ab- 
duction was possible in the left shoulder. A roentgenogram 
showed an area of calcification in the bursa. He was given 50 
U.S. P. units of corticotropin intramuscularly on two occasions 
on June 1. When seen three days later, he had normal motion 
and no pain in the left shoulder joint. He reported that the acute 
pain in the left shoulder had subsided within a period of three 
hours after the first injection. He was followed for one month, 
with no evidence of recurrence. Corrected hourly sedimentation 
rates were as follows: June 1, 28 mm.; June 4, 21 mm.; June 12, 
23 mm.; June 26, 15 mm.; and July 3, 3 mm. At the time of 
writing there had been no recurrence. 

Case 2.—M. C., a housewife aged 65, was first seen on Sept. 
11, 1950. The diagnosis was osteitis deformans (Paget’s disease 
of bone) and a mixed type of arthritis. She was next seen on 
July 24, 1951, at which time she experienced severe pain in the 
region of the right shoulder after a day of intensive gardening. 
Examination revealed severe tenderness over the subacromial 
bursa and no abduction of the shoulder because of severe pain. 
She was given 40 units of corticotropin intramuscularly. She 
reported the following day that the pain had subsided within a 
period of three hours. There was still 50% limitation of motion 
of the shoulder joint. She was therefore given 40 units of cortico- 
tropin on July 25. Six days later she reported complete relief of 
all symptoms and a normal range of motion of the right shoulder 
joint. No roentgenograms were taken. The corrected hourly 
sedimentation rates were as follows: May 7, 1951 (before the 
attack of acute subacromial bursitis), 13 mm.; July 25 (one day 
after the acute attack of bursitis), 26 mm.; and Aug. 21, 14 mm. 
At the time of writing she had had no recurrence of difficulty 
in her right shoulder. 

Case 3.—G. B., a white woman aged 35, who did janitor type 
work, was first seen Nov. 14, 1951, with severe pain in her right 
shoulder of one day’s duration. She awakened at 3 a. m. the 
morning of Nov. 14 with severe pain in her right shoulder joint. 
The pain permitted no motion of the right shoulder. Severe 
tenderness was present over the right subacromial bursa, and no 
motion was possible in this joint. She was given 80 units of 
corticotropin intramuscularly, with pronounced relief of pain 
within three hours. The following day she was able to abduct 
her right arm to 10 degrees. She was again given 80 units of 
corticotropin intramuscularly. The following day abduction was 
possible to 20 degrees. She was given 40 units of corticotropin 
intramuscularly on Nov. 16 and again on Nov. 17, on which 
date she was able to abduct her shoulder to 45 degrees. There 
was no tenderness present and abduction of the right shoulder 
was normal on Nov. 24. The sedimentation rates remained nor- 
mal throughout the period of treatment. Roentgenograms of her 
right shoulder taken Nov. 15 showed an area of calcification 
subjacent to the deltoid muscle (fig. 14). No calcification was 
seen in a roentgenogram taken on Dec. 12 (fig. 1B). At the time 
of writing there had been no return of her symptoms. 

Case 4.-+P. B., a white man aged 53, was first seen Nov. 15, 
1951. He moved a heavy object three days previously and no- 
ticed severe pain in the region of his right shoulder. The pain 
became progressively intense during the next three days. There 


was exquisite tenderness over the right subacromial bursa, and * 


the slightest touch of his right arm caused the patient to wince 
with pain. Hé was given 80 units of corticotropin intramuscular- 
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ly. He was able to abduct his right arm to 60 degrees and had 
practically no pain the following day. He reported that the pain 
had subsided within a period of one hour after the first injection. 
He was given 40 units of corticotropin intramuscularly on Nov. 


Fig. 1 (case 3).—A, calcification in the right subacromial bursa before 
treatment. B, roentgenogram taken one month after the initial treatment, 
showing the disappearance of calcification in the bursa. The total dose of 
corticotropin was 240 units. It is usual for calcification to disappear from 
such bursae in six to eight months after roentgen treatment. 


16. The date of the next dose of corticotropin was Nov. 20, at 
which time 40 units was given intramuscularly. The patient had 
complete normal range of motion and no pain the following day. 
He was able to return to work on Nov. 19. He reported on 
Nov. 24 that he had been able to work since Nov. 19 without 
pain. There was complete normal range of motion of the shoulder 
joints. His corrected hourly sedimentation rates were as follows: 
Nov. 15, 23 mm.; Nov. 17, 21 mm.; Nov. 20, 18 mm.; and Nov. 
24, 18 mm. A total of 160 units of corticotropin had been given. 


Case 5.—M. W., a white woman aged 43, was first seen in the 
office on Oct. 17, 1951. She had had severe disabling pain in the 
right shoulder one year previously. The right subacromial bursa 
was aspirated at that time. This resulted in relief of pain, but no 
increase in joint mobility. She next received roentgen therapy to 
her right shoulder. The pain in the right shoulder gradually sub- 
sided, but pain in the left shoulder, which started after the first 
roentgen treatment, became more intense. Diathermy directed to 
the left shoulder joint resulted in no relief of pain. Recently, 
pain had also returned in the right shoulder joint. 


Fig. 2 (case 5).—A, calcification in the left subacromial bursa before 
treatment. B, there is little change in calcification of the subacromial 
bursa three weeks after initial treatment with corticotropin. 


Examination on Oct. 17, 1951, revealed a frozen right shoulder 
joint. Attempts at passive exercise of this joint resulted in severe 
pain. There was pronounced tenderness over the left subacromial 
bursa, and abduction was limited to 70 degrees. A roentgenogram 
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of the left shoulder (fig. 24) showed a calcium deposit in the 
left subacromial bursa. Intramuscular injections of corticotropin 
were given according to the following schedule: 


10 units twice daily 
10 units twice daily 


The patient experienced pronounced relief of pain in her 
shoulder joint about six hours after the first injection. Further 
relief was experienced by the following day. Abduction of the 
right shoulder on Oct. 24 was possible to 45 degrees and in the 
left shoulder to 70 degrees. On Nov. 26, abduction of the left 
shoulder was possible to 85 degrees and of the right shoulder to 
75 degrees. The patient was last seen on Jan. 16, 1952, and 
reported no recurrence of pain. The range of motion reported 
above was maintained. Complete range of motion was not pos- 
sible in the period of observation. The follow-up roentgenograms 
of the left shoulder showed no change in the calcium shadow 
(fig. 2B). 


Case 6.—K. B., a physician aged 51, awakened early on the 
morning of Jan. 31, 1952, with soreness and lameness in the 
right upper arm at the point of insertion of the deltoid muscle. 
Roentgenographic examination revealed calcification in the right 
subacromial bursa. Roentgen treatment was given over this area 
on Feb. 3 and 4, 1952. The pain in the right shoulder became 
progressively worse after the second roentgen treatment. The 
physician reported that, on Feb. 5, he took a total of 65 mg. 
of morphine, 150 mg. of meperidine hydrochloride, some 
secobarbital sodium, phenobarbital sodium, and acetylsalicylic 
acid, with no relief of pain. An injection of 25 mg. of hydro- 
cortisone (compound F) was given into the right subacromial 
bursa on the morning of Feb. 6. The excruciating pain dis- 
appeared within a period of three hours after this injection. 
However, motion of the right shoulder joint was limited to 10 
degrees of abduction the following morning, and there was still 
moderate soreness in the region of the right subacromial bursa. 
A dose of 40 units of corticotropin was administered intra- 
muscularly on Feb. 7 and again on Feb. 8. Abduction of 45 
degrees was present on Feb. 8, and there was only a slight degree 
of soreness in the region of the bursa. Complete range of motion 
of the right shoulder joint returned on Feb. 11 and all soreness 
disappeared. At the date of writing, there had been no recur- 
rence of the condition. 

COMMENT 


Hollander and co-workers ‘ treated three patients with 
acute and seven with chronic subdeltoid bursitis by local 
injection of 15 mg. of hydrocortisone. The three patients 
with acute subdeltoid bursitis responded within a three 
hour period. The authors stated,“There was complete al- 
leviation of pain and tenderness, and full range of shoul- 
der motion was possible without pain.” The relief had 
persisted for four months in one case and three months in 
the other two cases at the time their article was written. 
No other treatment was used. The local injection of corti- 
sone into inflamed bursae in two previous cases produced 
no such benefit. » 

Three of their patients with chronjc subdeltoid bursitis 
responded in a similar manner to treatment with a single 
injection of hydrocortisone. However, in four other cases 


4. Hollander, J. L.; Brown, E. M., Jr.; Jessar, B. A., and Brown, 
C. Y.: Hydrocortisone and Cortisone Injected into Arthritic Joints: Com- 
parative Effects of and Use of Hydrocortisone as a Local Antiarthritic 
Agent, J. A. M. A. 147: 1629 (Dec. 22) 1951. 
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of chronic subacromial bursitis no relief was obtained 
even after repeated trial, and in two instances shoulder 
pain was reported worse for several days after each in- 
jection. 


SUMMARY 


Six patients with subacromial bursitis were treated 
with corticotropin (ACTH). In five the condition was 
acute and in one chronic. Roentgenograms of the shoul- 
der were taken in five cases; these showed calcification in 
the subacromial bursa. Follow-up roentgenograms 
showed disappearance of calcification within a period of 
one month in one case and no change in calcification in 
another case. Complete relief of pain and return to nor- 
mal function of the shoulder joint was obtained in the five 
cases of acute bursitis. Complete relief of pain and almost 
complete return of normal function was obtained in a 
case of chronic bursitis. We used various dosages of cor- 
ticotropin in order to determine which dose was optimal. 
From this study it is suggested that SO U. S. P. units of 
corticotropin given twice on the first day and once daily 
on two successive days is sufficient treatment in the usual 
case. The ease with which corticotropin may be adminis- 
tered and the clinical response obtained make this 
method of treatment worth while. Insufficient experience 
has been obtained with hydrocortisone therapy to deter- 
mine whether this method is superior. Hydrocortisone 
must be injected directly into the bursa in order to be ef- 
fective. This in itself is a problem in some instances. 
Future experience will indicate the proper role of hydro- 
cortisone in the treatment of this condition. Our present 
meager experience seems to indicate that corticotropin 
is more effective than roentgen radiation in the treatment 
of acute subacromial bursitis. 


277 Alexander St. (7). 


Treatment of Acute Cholecystitis—The hazards of acute 
cholecystitis and its proper treatment are so much greater than 
the danger of operation at an earlier stage of the disease that 
every effort should be made to perform cholecystectomy at the 
time cholelithiasis is first discovered, particularly if it is sympto- 
matic. Serious attacks of acute cholecystitis could thus be largely 
prevented. 

The case fatality rates [in a large series of cases of acute 
cholecystitis] were significantly affected by the age of the pa- 
tient and the severity of the acute attack. The fact that the 
severity of the disease increased with age, and that other age- 
related factors also contributed to a high fatality rate in the 
aged again emphasizes the desirability of definitive surgical 
treatment of cholelithiasis and cholecystitis in the individual at 
an earlier age. 

Serious complications of empyema, gangrene, perforation, and 
peritonitis: were prone to occur, particularly if surgical treatment 
was delayed. The case tatality rate in patients seen more than 
72 hours after onset was apparently significantly greater than 
that in cases seen earlier. Careful analysis of the deaths revealed 
that 50% might have been prevented had surgery been em- 
ployed earlier in the course of the disease.—Paul T. DeCamp, 
M.D.. and others, Timing in the Surgical Treatment of Acute 
Cholecystitis, Annals of Surgery, May, 1952. 
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CLINICAL NOTES 


GASTRIC HODGKIN’S DISEASE 
W. Ross Morris, M.D., Washington, D. C. 


Hodgkin’s disease is one of unknown causation. It is 
a disease of lymphoid tissues usually affecting the lymph 
nodes primarily; it also involves the spleen, liver, and, in 
varying degrees, the lymphatic and reticular structure of 
almost any organ of the body. It may occur at any age, 
although it is rare in infancy and old age. In Hodgkin’s 
disease the stomach is involved only infrequently; how- 
ever, cases have been reported in which the disease was 
thought to have its origin in the stomach. Such a case 
may be the so-called isolated gastric Hodgkin’s disease, 
in which there is apparently no involvement other than 
in the stomach. This is rare indeed. There may be gastric 
involvement secondary to involvement elsewhere, as in 
the spleen. Although this is rare it is encountered more 
frequently than the isolated form. Such a case is reported 


in this paper with a consideration of the best form of 
treatment. 


REPORT OF A CASE 


A white American housewife, aged 71, entered Doctors 
Hospital on Aug. 4, 1950. On admission she complained of 
weakness, nervousness, depression, shortness of breath, anorexia. 
and loss of weight. The patient had a history of marked anemia 
of seven or eight years duration despite dietary treatment, sup- 
plemented by vitamins, injections of liver and iron, and several 
transfusions. The anemia was very severe at times. After a care- 
ful study, including a negative roentgenographic examination of 
the gastrointestinal tract. a tentative diagnosis of pernicious 
anemia had been made. 


Physical Examination.—The patient had a pale, warm, and 
moist skin. The blood pressure was 146/86 mm. Hg, the pulse 
rate 96, and the temperature 98.6 F. There was moderate gen- 
eralized arteriosclerosis. Examination of the mouth showed upper 
and lower plates, and the tongue appeared redder than normal. 
There was a well-healed scar from a thyroidectomy and a well- 
healed scar from a left simple mastectomy. A grade 2 systolic 
murmur was heard over the pericardium, but it was not trans- 
mitted. There was slight tenderness on deep epigastric pressure, 
but no abdominal organs or masses were palpable. There was a 
shortening and slight atrophy of the left leg and a limitation of 
motion of the left hip. No glandular adenopathy was found. 


Laboratory Examination.—Blood studies on Aug. 5, 1950, 
showed a white blood cell count of 17,500 per cubic millimeter: 
differential count, young forms 2%, band forms 3%, segmented 
forms 78%, neutrophils 83%, eosinophils 1%, basophils 0, 
monocytes 0, and lymphocytes 16%; red blood cell count 
2,400,000 per cubic millimeter; and hemoglobin of 6 gm. (spectro- 
photometer method). The utine was normal. A roentgenographic 
examination of the gastrointestinal tract made several months 
previously revealed no pathological condition except a diverticu- 
lum of the second portion of the duodenum. A roentgenographic 
examination of the gastrointestinal tract made on Aug. 5, 1950, 
showed an ulcerative lesion 5 « 10 cm. on the greater curvature 
side of the pars media. This was thought to be a large malignant 
growth, probably of the lymphoblastoma group. The diverticulum 
of the second portion of the duodenum was still present. In the 
gastric analysis the fasting specimen showed no free hydrochloric 
acid. There was no free hydrochloric acid after histamine ad- 
ministration. 


From the Doctors Hospital. 
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A transfusion of 500 cc. of whole blood was given daily for 
three days. The patient improved greatly, and a blood test 
showed the hemoglobin to be 56% and the red blood cell count 
3,010,000 per cubic millimeter. 

Operation —On Aug. 9, 1950, the abdomen was explored 
through an upper left paramedian incision converted into a T 
incision. The gallbladder was chronically inflamed and filled 
with stones. Along the lesser curvature and posterior wall of 
the stomach, about the middle third, there was a large ulcerated 
lesion, which appeared to be malignant; it was about twice the 
size of a silver dollar. There was no evidence of metastasis in 
the liver, but the glands in the gastrocolic and gastrohepatic 
omentum and around the celiac axis were enlarged and ap- 
parently metastatically involved. The spleen was very large 
(about the size of a small football) and contained large nodules, 
particularly on its posterior and superior surfaces where it was 
adherent to the peritoneum and the diaphragm. A subtotal 
gastrectomy and gastrojejunostomy (anterior Polya type) were 
done, with the removal of all the omentum, the gastrohepatic 
ligament, and the spleen. In doing the splenectomy it was neces- 
sary to remove a portion of the lateral part or the left diaphragm. 
After the lung was inflated by the anesthetist the opening in the 
diaphragm was closed. All involved tissue appeared to be re- 
moved except for the glands around the celiac axis. The wound 
was closed in layers around a drain placed in the splenic bed. 
The pathological examination revealed a malignant lymphoma, 
Hodgkin’s type. The tumor appeared to be primary in the spleen 
with involvement of the stomach and regional lymph nodes. 

Postoperative Course.—The patient had an unusually favor- 
able postoperative course and was discharged from the hospital 
in good condition. She had gained weight and was eating well. 
A blood examination showed a white blood cell count of 11,300 
per cubic millimeter: differential count, young forms 0, band 
forms 5%, segmented forms 84%, neutrophils 89%, eosinophils 
0, basophils 0, monocytes 0, and lymphocytes 11%; red blood 
cell count 4,300,000 per cubic millimeter; and hemoglobin 
13 gm. 

Approximately three weeks postoperatively the patient was 
given a course of roentgen ray therapy (2,000 r) in an effort to 
destroy the glands that had been left in the region of the celiac 
axis. This produced marked radiation sickness evidenced by 
anorexia, nausea, loss of weight, and decrease in the blood cell 
count. She recovered gradually from this and continued in fairly 
good condition until January, 1951 (approximately five months 
postoperatively). At this time increasing weakness, loss of weight, 
enlarged glands in the left axilla and left cervical region, a left 
pleural effusion, and anemia developed. On Jan. 3, 1951, a blood 
examination showed a red blood cell count of 3,200,000 per 
cubic millimeter: differential count, young forms 1%, band 
forms 3%, segmented forms 80%, neutrophils 84%, eosinophils 
1%, monocytes 2%, and lymphocytes 13%; white blood cell 
count 13,400; and hemoglobin 10 gm. Despite nitrogen mustard 
therapy, blood transfusions, removal of fluid from the left chest, 
and other procedures, the patient’s progress was gradually down- 
hill. On May 11, 1951, the patient was transferred to the Marine 
Hospital in Baltimore, where she died in June, 1951, from 
generalized Hodgkin's disease. 


REVIEW OF THE LITERATURE 


A review of the literature on gastric Hodgkin’s disease 
revealed this to be a rare manifestation of the disease, 
whether it be found only in the stomach (so-called iso- 
lated Hodgkin’s disease of the stomach) or whether it 
be gastric involvement secondary to involvement of the 
spleen or elsewhere. A clinical entity characterized by 
involvement of the glandular system, spleen, and, at 
times, other organs was first described by Thomas 
Hodgkin ' in 1832. Since that time much has been 
learned about the disease; however, its cause remains un- 
known. There is no specific cure, nor even a satisfactory 
palliative treatment, known. In 1913 Schlagenhaufer * 
reported the first case of Hodgkin’s disease in which the 
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specific lesion was found in the stomach. Mead," in a 
review of 16,254 autopsies, found only 3 cases of isolated 
involvement of the gastrointestinal tract. In a study of 
212 cases of Hodgkin’s disease Goldman * found the 
stomach to be involved in only 1 case. In a review of 54 
cases of Hodgkin’s disease Burger and Lehman ° found 
only 2 cases with stomach involvement. Jackson and 
Parker ° reported 3 cases of gastric involvement in a 
study of 174 cases. Goldman and Victor * reported only 
1 case of gastric Hodgkin’s disease in a series of 319 
cases. In a review of 18 cases of the disease seen at 
Doctors Hospital, Washington, D. C., there were no 
cases of Hodgkin’s disease of the stomach. These cases 
were diagnosed by postmortem examination, biopsy of a 
gland, or roentgenographic examination. 


SYMPTOMATOLOGY AND DIAGNOSIS 

The symptomatology of abdominal Hodgkin’s disease 
is indefinite, varied, and bizarre. There may be present 
in varying degree any one or several of the following 
symptoms: anorexia, abdominal pain, nausea, constipa- 
tion, hematemesis, persistent occult blood in the stools, 
fever, diarrhea, secondary anemia, leukopenia, and 
cachexia. There are no pathognomonic symptoms. Hay- 
den and Apfelback * classified the symptoms in three 
groups: (1) ulcerative enteritis and colitis, (2) gastric 
carcinoma, and (3) intestinal obstruction. Primary 
anemia might also be added. Bockus °® stated that a syn- 
drome similar to that of duodenal ulcer has been reported 
in several cases. In this case the patient presented symp- 
toms indicative of pernicious anemia for some time; 
finally the picture became that of a gastric malignancy. 


ROENTGENOGRAPHIC STUDY 


In cases of Hodgkin’s disease of the stomach the roent- 
genographic findings have usually been interpreted as 
being indicative of carcinoma and, less frequently, of 
ulcer. Jungmann ‘’ and others, however, have empha- 
sized a characteristic roentgenographic finding: persis- 
tence of peristalsis, even though siuggish, despite exten- 
sive involvement of the mucosa of the stomach. Now the 
correct diagnosis is made frequently by the roentgen- 
ologist from the roentgenographic appearance alone. In 
this case the roentgenologist stated that the gastric lesion 
had the appearance of a “very large malignancy of the 
lymphoblastoma group.” The diagnosis of Hodgkin’s 


1. Hodgkin, T.: On Some Morbid Appearances of the Absorbent 
Glands and Spleen, Tr. Med.-Chir. Soc., London 17: 68-114, 1832. 

2. Schlagenhaufer, F.: Uber Granulomatosis des Magendamtrokts, Zen- 
tralbl. f. allg. Path. u. path. Anat. 24: 965-966, 1913. 

3. Mead, C. H.: Chronic Lymphatic Leukemia Involving the Gastro- 
intestinal Tract, Radiology 21: 351-365, 1933. 

4. Goldman, L. B.: Hodgkin’s Disease: An Analysis of 212 Cases, 
J. A. M. A. 114: 1611-1616 (April 27) 1940. 

5. Burger, R. E., and Lehman, E. P.: Hodgkin’s Disease: Review of 
54 Cases, Arch. Surg. 43: 839-849 (Nov.) 1941. 

6. Jackson, H., Jr., and Parker, F., Jr.: Hodgkin's Disease: Involve- 
ment of Certain Organs, New England J. Med. 232: 547-559, 1945. 
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1945. 
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granulomatosis, Arch. Path. 4: 743-770 (Nov.) 1927. 

9. Gastro-Enterology, edited by H. L. Bockus, Philadelphia, W. B. 
Saunders Company, 1944, vol. 1, pp. 755-757. 

10. Jungmann, H.: Hodgkin’s Disease of the Stomach, Brit. J. Radiol. 
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disease of the stomach, however, is difficult and is usually 
not made before operation or necropsy. A final absolute 
diagnosis can be made only on histological section; there 
is no distinct clinical picture. 


TREATMENT 

As has been stated previously, Hodgkin’s disease is 
usually a generalized disease; an occasional case reveals 
a pathological condition that is confined largely to the 
stomach. Cases have been reported in which postmortem 
examination confirmed the gastric limitation of the dis- 
ease. In some of these cases perigastric node involvement 
or extension into the pancreas, or both, is found. It may 
be very difficult to demonstrate the extragastric lesion at 
operation. For these reasons an attempt to cure or pro- 
long life by surgical intervention may be thought to be 
contraindicated. At present there is no satisfactory 
treatment known for this disease. The use of roentgen 
ray therapy, the use of nitrogen mustard, or the use of 
these two methods combined give palliative results in 
some cases; however, the use of these methods does not 
result in a cure, and they are especially ineffective in 
cases having gastric involvement. It should be remem- 
bered that generalized Hodgkin’s disease may be asymp- 
tomatic for many years, while involvement of the 
stomach may result in death long before this would have 
occurred otherwise. This disease in the stomach causes 
loss of appetite, digestive disturbance, and loss of blood; 
these conditions speed the downward progress of the 
patient. Gastric resection, even though it is not curative, 
relieves these symptoms, makes the patient more com- 
fortable, and prolongs life; I believe surgery is indicated 
and justified. 

A review of the literature revealed approximately 43 
cases of gastric Hodgkin’s disease in which the patient 
was treated by surgical excision; perigastric node involve- 
ment was not found in all cases. A few patients died in 
the immediate postoperative period, and the survival 
time in the majority of cases varied from 5 months to 
13 years. 

Marshall and Brown '' made a study of 406 patients 
who had been operated on at the Lahey Clinic from 1941 
to 1945 for malignant disease of the stomach. They 
found that 16 patients (4% of the group) had non- 
carcinomatous malignant disease of the stomach, and 14 
patients (3.4% ), or 1 in every 30 cases, had malignant 
lymphomas; of these there were 8 cases of the local- 
ized form of gastric Hodgkin’s disease. They came to 
these conclusions. 1. Malignant tumors of the stomach 
were relatively frequent. 2. The prognosis for patients 
with malignant lymphomatous tumors of the stomach 
was probably better than that for patients with gastric 
carcinoma. 3. Treatment should be radical surgery, as it 
is impossible to make a defimite diagnosis of a lymphoid 
tumor before operation. Radiation therapy should be 
recommended following resection and should be recom- 
mended for those cases diagnosed inoperable after a 
laparotomy and biopsy. 4. A biopsy should always be 
obtained for definite identification of malignant gastric 
tumors considered inoperable at laparotomy, since there 
have been long-term survivals reported for pafients 
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with tumors of the lymphoma group following radiation 
therapy alone. 

In 1950 Sandick '* reported five cases of gastric 
Hodgkin’s disease and reviewed the literature. He found 
only two cases in which postmortem examination con- 
firmed the absolute limitation of the disease to the 
stomach. In our patient the Hodgkin’s disease of the 
stomach was secondary to the splenic involvement, and 
there was no further evidence of disease except in the 
perigastric nodes. A subtotal gastric resection, excision 
of regional nodes, and a splenectomy were done. No 
similar case was found in the literature. 


SUMMARY AND CONCLUSIONS 


The literature on gastric Hodgkin’s disease is reviewed 
briefly. There are no diagnostic symptoms. Roentgen 
findings may be quite indicative. A patient with Hodgkin’s 
disease with gastric involvement treated by subtotal 
gastric resection is reported on. It is suggested that 
Hodgkin’s disease of the stomach should be treated as 
any other gastric malignant disease: by surgical extir- 
pation. 

The case reported in this paper illustrates further that 
Hodgkin’s disease may involve the stomach. When 
located in this area, it may be an isolated gastric Hodg- 
kin’s lesion or it may be secondary to a primary involve- 
ment in the spleen or elsewhere. The patient’s life may 
be prolonged greatly by surgical excision of the gastric 
lesion, any diseased glands, and the spleen, if necessary. 
Results from some of the cases reported indicate that a 
cure may even be obtained. Therefore, it appears that 
the treatment of choice in gastric Hodgkin’s disease is 
surgical extirpation. 

1801 Eye St., N. W. 

11. Marshall, S. F., and Brown, L.: Primary Malignant Lymphoid 
Tumors of the Stomach, S. Clin. North America 30: 885-892, 1950. 
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ABSENCE OF COMMON BILE DUCT 
Allan E. Sachs, M.D., Seattle 


Anomalies of the biliary ducts are a constant source of 
concern to physicians performing surgery in that area. 
Numerous variations in the position and length of the 
cystic duct as well as the cystic artery have been described 
in detail. Mention has frequently been made of aberrant 
hepatocystic ducts; however, absence of the common bile 
duct, discussed in the following case report, has been 
reported briefly only once before, when it occurred in an 
infant who died because of this anomaly. The ducts were 
all atretic.* 


This anatomic variation, if it had not been recognized 
in the usual technical performance of cholecystectomy, 
would surely have led to death or unfortunate complica- 
tions. The maneuver emphasized by Gatch * of tracing 


1. Flint, E.: Abnormalities of the Right Hepatic Cystic, and Gastro- 
Duodenal Arteries, and of Bile-Ducts, Brit. J. Surg. 10: 508, 1923. 

2. Gatch, W. D.; Battersby, J. S., and Wakim, K. G.: Nature and 
Treatment of Cholecystitis, Tr. West. S. A. (1945) 53: 380-394, 1946. 


V 14 
| 


Vol. 149, No. 16 


the biliary ducts from within after emptying the gall- 
bladder was helpful in tracing the anomaly. This pro- 
cedure is a sound, valuable aid in preventing surgical ac- 
cidents in the biliary ducts. I have seen no untoward 
complications resulting from this procedure, and I have 
been helped on several occasiens in tracing ducts by 
probing from within. 


REPORT OF A CASE 


A 54-year-old schoolteacher was admitted to Group Health 
Hospital on Oct. 28, 1949, with the following history. Severe 
pain had developed in the right upper abdomen two days prior 
to admission. This was accompanied by nausea and one episode 
of vomiting. There was associated pain between the scapulas. 
At the onset, there had been diarrhea, but the stools then became 
clay-colored and floated on water. She noticed slight jaundice 
and pruritus. On questioning, it was learned that she had experi- 
enced pain of a milder nature during the last two years. Along 
with this, she had flatulence and constipation. Gallbladder disease 
had been suspected two years before, and, at that time, a 
Graham test showed no concentration of dye. 

Physical examination revealed a well-developed, somewhat 
obese, white woman. Her temperature was 99 F orally, her pulse 
rate 76, and her blood pressure 124/80 mm. Hg. Positive findings 
included a slight icterus of the skin and conjunctiva. There was 
slight right upper abdominal tenderness but no rigidity. Labora- 
tory tests revealed an acid urine with 50 mg. per liter of albumin; 
urobilinogen was 1:20; the white blood cell count was 8,900, 
with normal differential count; and the sedimentation rate was 
22 mm. per hour. The total protein level was 5.8 mg. per 100 
cc.; the albumin was 3.8 mg. per 100 cc.; the globulin was 2.0 
mg. per 100 cc.; the serum bilirubin was 6.3 mg. per 100 cc.: 
the serum alkaline phosphatase was 21.5 King units; and the 
cephalin flocculation was negative in 24 hours. The provisional 
diagnosis was chronic cholecystitis with cholelithiasis and 
choledocholithiasis. 

On Nov. 1, 1949, after suitable preparation with fluids, 
glucose, and vitamin K, the patient was operated on. The 
anesthetic, a tetracaine (pontocaine*) hydrochloride-dextrose 
mixture, was administered intraspinally. A right paramedian in- 
cision was made, and the gallbladder was visualized. It was 
distended, and the walls were inflamed and contained areas of 
purulent infection. Stones could be palpated in the cystic duct. 
The cystic duct was dissected free, and the cystic artery was 
identified. An attempt was then made to visualize the common 
duct; however, the duct could not be found in its usual location, 
and the hepatic duct was also absent in the gastrohepatic liga- 
ment. On dissection, the portal vein and the hepatic artery were 
found. The cystic duct was then dissected toward the duodenum; 
it was not dilated and did not enter a common duct. In order 
to study the anatomy before clamping the cystic duct more ac- 
curately, the fundus of the gallbladder was opened. Bile, pus, and 
pigment stones were removed from the gallbladder. The empty 
gallbladder was then probed from within with a small catheter. 
The catheter passed through the cystic duct easily and continued 
into the duodenum; however, no hepatic ducts could be found 
traversing backward from the cystic duct to the liver. On further 
probing, two hepatic ducts were found entering the midportion 
of the gallbladder. These ducts could be easily probed retrograde 
into the right and left lobes of the liver. 

In order to perform a cholecystectomy, a bile duct anastomosis 
would have had to be done in the presence of acute infection. 
It was therefore decided that it would be wiser to do a chole- 
cystostomy after removing the gallstones. A catheter was sewed 
in the gallbladder with pursestring sutures and brought out 
through a stab wound. After the cholecystostomy, the patient 
made an uneventful recovery. The catheter drain functioned 
well. After three weeks, the bile drainage was clear, and a direct 
cholangiogram was done with iodized oil (lipiodol®). The 
roentgenogram showed the anomaly clearly. After this study 
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was completed, the drain was removed, and the wound healed 
promptly. The patient has now been followed for two years, 
during which time she has been asymptomatic. 


This case is of interest because it is a rare but impor- 
tant deviation from the normal anatomy. It is interesting 
to note that the jaundice was easily explained by stones 
blocking the cystic duct, which, in this patient, was also 
serving as a common duct. In reviewing the literature for 
similar conditions and embryology of the biliary tract, 
one finds that such an anomaly might be expected. The 
gallbladder develops as an evagination from the common 
duct, and it could carry the hepatic ducts out from the 
common duct. It is impossible to be sure whether this 
case represents an absence of the common bile duct 
per se or the absence of a common hepatic duct. In cer- 


Direct cholangiogram three weeks after operation; the iodized oil 
injected through the catheter reveals the gallbladder with the hepatic 
ducts entering its midportion. The arrow points to the cystic duct. A 
single duct leads from the cystic duct to the duodenum. 


tain species of reptiles, in most birds, and in one mam- 
mal, a type of otter, Lutra vulgaris, a somewhat similar 
condition exists.* A hepatoenteric duct drains directly 
into the duodenum, and a hepatocystic duct drains di- 
rectly into the gall bladder. The latter duct has no direct 
communication with the duodenum. This patient had 
two hepatocystic ducts, possibly, with no common he- 
patic duct. 
SUMMARY 

1. An unusual but important anomaly of the biliary 
tract is discussed. 

2. The value of tracing the biliary ducts from within 
the gallbladder lumen is reemphasized. 
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USE OF SILICONE OILS IN MAINTAINING 
SURGICAL INSTRUMENTS 


Frank W. Crowe, M.D., Ann Arbor, Mich. 


Since the introduction of the organosilicon products 
into industry in 1943, the potentialities of these com- 
pounds appear to be unlimited. Their more recent intro- 
duction into cutaneous medicine ' suggests many uses 
for their water repellent and lubricating properties in 
general medicine and surgery. 

The physical and chemical differences of the silicones 
and organic compounds are marked, because the sili- 
cones have a quartz-like skeleton consisting of alternating 
silicon and oxygen atoms rather than the carbon atom 
framework of the organic compounds.” The silicones are 
water repellent, superior lubricants, which are chemically 
and physiologically inert and show marked surface ad- 
hesiveness. Physical properties * are remarkable in that 
the freezing point for the 500 centistoke (viscosity) DC 
200 fluid is -SO C (—5S8 F). The boiling point for this 
fluid is 200 C (392 F), and the viscosity-temperature 
coefficients (viscosity-temperature coefficient equals 


in the range of 0.60 to 0.625, 
showing that there is little change in viscosity with eleva- 
tion of temperature. Volatility is less than 2% after 48 
hours at 200 C (392 F). There is no significant toxicity 
from the silicones in the amounts used in this study. 
They have been fed to laboratory test animals in doses as 
high as 2% of their body weight without discernable 
ill effects.* 

It is the standard procedure in many hospitals for sur- 
gical instruments to be cleaned in warm, soapy water 
after each operation. After drying, the individual instru- 
ment is usually oiled with high-grade petroleum lubricat- 
ing oil. The clean instruments are then boiled and 
wrapped in sterile covers or wrapped and autoclaved in 
preparation for the next surgical procedure. In either 
method, the protective lubricating film is reduced or de- 
stroyed by the moist heat, and the free action of the 
instrument is frequently either impaired or lost. Much 
valuable time is spent in repetitious oiling of instruments, 
and inferior results are often obtained. 

During the initial work with silicote” (a petrolatum 
base ointment containing 30% of the 60,000 centistoke 


The “‘surgicote’’ used in this study was furnished by the Silicote 
Corporation, Oshkosh, Wis. 

From the Department of Dermatology and Syphilology, University 
Hospital, University of Michigan. 
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DC 200 silicone fluids ) many possibilities for utilizing the 
repellent and lubricating properties were apparent to the 
investigators. Among these was the application of pure 
silicone oils to surgical instruments prior to boiling or 
autoclaving to insure free motion of the instrument after 
sterilization. Initial coating of the instruments by using 
60,000 centistoke DC 200 silicone oils proved reason- 
ably satisfactory to both the surgeon and the operating 
room nurses, but it was difficult to handle because of its 
high viscosity.® It did, however, show that the oiling of 
instruments could be reduced to every fourth or fifth 
boiling without impairing the efficiency of the instru- 
ments. 

For the past three months a preparation called “surgi- 
cote,’ a mixture of silicone oils, has been used in the 
University Hospital operating rooms, in the Derma- 
tology Out-Patient Clinic, and in the University of 
Michigan Student Health Service Dermatology Clinic 
on all surgical instruments. The nurses and aids clean- 
ing the instruments, the physicians using them, and the 
central supply room that was responsible for their care 
all felt that there was a significant improvement in ease 
of care and elfliciency of the instruments while this agent 
was being tested. 

The procedure used in caring for all instruments was 
as follows. All old, rusted, or corroded instruments were 
first treated in a rust removing solution then washed and 
dried. A thin coat of the “surgicote” was applied with 
an applicator stick to the entire instrument, making 
sure that the joints or fulcrum had been coated with the 
oil. A cotton flannel rag was used to wipe off the excess 
and to insure even distribution over the instrument. New 
instruments were treated in this manner as soon as they 
were obtained. It was observed that the older instru- 
ments remained rust-free and showed no signs of cor- 
rosion when this agent was used. Both the old and new 
instruments showed a freedom of action even after the 
most vigorous sterilization. Cleaning time was appre- 
ciably reduced, and the instruments required less oiling, 
often going through three or four sterilizations without 
further oiling. 

Barondes " has also found the silicone fluids ideal for 
instrument sterilization; however, he used the method 
suggested by Crowley and Ostrander,’ in which the in- 
struments are placed directly in the hot silicone oils for 
sterilization. Although Barondes points out that the loss 
of fluid caused by carry-out on the instruments is mini- 
mal, .i is felt that such a procedure was more practical 
in the small office than in a hospital because of this fluid 
loss. 

SUMMARY 


A new agent is described in the care of surgical in- 
struments. This agent is principally a silicone oil and is 
an effective lubricant and water repellent while being 
inert chemically and physiologically. It is nontoxic to the 
tissues with which it might come in contact. The time 
involved in the care of surgical instruments is reduced 
with this agent, and the efficiency of the instruments is 
appreciably increased. 
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PERIODIC SIALORRHEA 
REPORT OF A CASE 


Hobart A. Reimann, M.D., Wynnewood, Pa. 
and 


John N. Lindquist, M.D., Philadelphia 


Attention has been called elsewhere to an assortment 
of periodic disorders of unknown cause that recur at 
more or less regularly predictable short intervals, last 
for years, do not respond to therapy, and do not affect the 
patient's general health.’ The disorders were classified 
according to their respective outstanding features: fever, 
abdominalgia, arthralgia, neutropenia, purpura, and 
edema. It was predicted that interest in the problem and 
further search would reveal other bizarre examples of 
periodic disorders to add to the list. The purpose of this 
paper is to describe such a case and to refer to reports of 
similar ones published elsewhere. 


REPORT OF A CASE 


Mrs. E. P., aged 44, had pain in her shoulders, arms, fingers, 
and toes in September, 1948. Her case was studied at a hospital, 
and a diagnosis of arthritis was made. Several teeth were ex- 
tracted, against her protest, and excessive salivation was noted 
for one day. Thereafter, periods of saliva- 
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sponse to examination and to questions indicated the existence 
of conversion hysteria. She complained of arthritis in the ab- 
sence of objective evidence of the disease, while her other 
troubles were accepted passively. She refused to submit to an 
interview under narcosis. Her periodic bouts of salivation were 
thought by the psychiatrist to be psychically determined. 
Results of laboratory studies were as follows: erythrocyte count, 
4 million per cubic millimeter; hemoglobin, 12 gm. per 100 cc.; 
leukocyte count, between 7,000 and 9,000, with constant eosino- 
philia of 30 to 44%; the hyperplastic marrow contained many 
eosinophilic cells and their precursors; sedimentation rate, 29 
mm. in 60 min. (Cutler method); basal metabolic rates, -27 and 
+4; the blood pressure varied from 80 to 130 mm. Hg systolic 
and from 40 to 80 mm. Hg diastolic; the pulse rate varied from 
70 to 90 beats per minute. The temperature is shown in the 
figure. Roentgenograms revealed no abnormalities of the viscera 
and general demineralization of the bones. A sialogram showed 
a nermal system of ducts in the submaxillary salivary glands 
and that the right gland was larger than the left. In an electro- 
encephalographic examination done in a period between epi- 
sodes of salivation, low voltage and abnormally fast activity 
were recorded, but no focal cerebral dysrhythmia was shown. 
As shown in the figure, 11 episodes of sialorrhea were ob- 
served in 77 days, occurring at intervals of 4 to 12 days, the 
average being 7.6 days. The long periods after the 7th and 10th 
episodes indicate irregularities in the rhythm of recurrence, or 
that 2 episodes were skipped, or that inapparent episodes oc- 
curred in the regular rhythm of about 6 day intervals. The last 
possibility is suggested by slight rises in the patient’s tempera- 


tion lasting a day occurred at about 35 7 9 11 13 6 17 19 2:23 2527293) 33 3937 3941 43.45.4749 51 5355 575961 6365676971 737577 
monthly intervals, until January, 1949, 
when the rest of her teeth were extracted. 
The intervals between the spells of saliva- $ it 
tion gradually shortened to 7 to 10 days. 2 
band’s statements, as much as 4 qt. (3,785 
cc.) of saliva would be expectorated into a + 
basin in a period of 24 to 36 hours. The ++ 
flow was distressing, especially at night 
when saliva would flood over the pillow < 

while the patient slept or the flow would AN 
keep her awake. She lost 50 Ib. (22.7 kg.) = Ht 
during the next year, partly because of 
ma!nutrition owing to her inability to mas- aan 


ticate. She has one son, aged 20, and has 
had four miscarriages. Her menstrual his- 
tory is normal. 

A study at another hospital made late in 1949 revealed she 
had hypotension, with 90 mm. Hg systolic and 60 mm. Hg dia- 
stolic pressure, and persistent eosinophilia of 23 to 44%. Poly- 
arteritis, trichinosis, Addison’s disease, rheumatoid arthritis, mal- 
nutrition, and sialorrhea were considered as diagnoses, but no 
conclusion was reached. Many consultations, special studies, and 
laboratory tests, including the Cutler-Powers-Wilder test, a Tri- 
chinella skin test, and roentgenographic examination, were all 
unrevealing. The patient’s condition persisted, and in 1950, she 
came under our observation in the hospital for three months. 
Her chief complaints were spells of excessive salivation, occur- 
ring about once every week or 10 days and pains in her shoulders 
and calves, which became worse at night. Her intelligence was 
low, she was reticent and suspicious, and minor contradictions 
and inaccuracies were evident in the history she gave. Physical 
examination showed a normally developed, thin woman, 64 in. 
(162.6 cm.) in height and 123 Ib. (55.8 kg.) in weight. Both 
submaxillary salivary glands were enlarged and palpable; the 
right was larger than the left, measuring about 3 by 4 cm. No 
evidence of arthritis could be seen in her roentgenograms. The 
muscles of her limbs were atrophic from self-induced inactivity. 
Psychiatric investigation revealed that the patient’s childhood 
had been unhappy. Marviage at the age of 16 had caused more 
unhappiness. The patient is unkempt, and, since the onset of 
arthralgia in 1946, she has neglected housework, preferring to 
do nothing much of the time. Her outlook is severely restricted; 
she is hostile, dependent, and incapable of facing reality. She 
had made several visits to faith healers to obtain relief. Her _re- 


Schedule showing eleven periodic episodes of ee and fever in this patient. Note that 
atropine therapy greatly retarded the flow on one occa 


ture that were evident on the 50th and 71st days. Similar fever 
accompanied or preceded most of the recorded episodes. 

An episode usually is preceded by a “scratchy sensation” of 
the eyes and a sense of fulness in the neck. The submaxillary 
glands, which are large, become larger, tender, and visibly 
swollen. Salivation begins abruptly and continues for 24 to 36 
hours, occasionally ceasing for a period of several hours to a 
day and then resuming. Soreness in the mouth, headache, and 
pain in the chest are noted at times. As shown in the figure, the 
saliva collected in a container measured from 350 cc. to almost 
1,000 cc. in different episodes. Much saliva was lost to measure- 
ment by swallowing and by drooling during sleep. The nocturnal 
flow is especially distressing to the patient. On inspection saliva 
could be seen welling in spurts from the sublingual ducts. Pres- 
sure on a swollen gland increased the flow. The secretion from 
the parotid glands seemed to be normal in amount. The fever 
that precedes or accompanies these episodes may be caused by 
the distention’ or overactivity of the glands, or, as in other 
periodic disorders, may be another aspect of the disorder. Occa- 
sionally, according to the patient, the prodromal symptoms 
mentioned may occur On time with slight or no‘salivation. Dur- 
ing several episodes, slight vaginal bleeding was observed apart 
from four normal menstrual periods that took place during our 
study. 

The patient left the hospital in August, 1950. Episodes con- 
tinued unchanged, and she was inducgd to return’in January, 
1951, for a further study period- of 53 days. Seven episodes of 
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salivation were observed, spaced at intervals of 5 to 11 days 
(average 6.5 days). The largest amount of saliva collected in 
one period was 1,700 cc. and the smallest, 150 cc., but as before, 
much saliva was lost during sleep. The temperature, as in the 
previous study, rose slightly over 98.6 F during most of the 
episodes. All routine laboratory studies again gave normal 
results. 

Experimental Studies.—Because of the patient’s suspicious- 
ness, apprehension, and hostility to certain personnel, it was 
only with persuasion that she submitted to tests. Permission to 
perform biopsy of an affected gland was refused. It was desired 
to anesthetize the chorda tympani by injecting cocaine into the 
middle ear to observe the effect of eliminating stimuli over the 
parasympathetic nerves to the submaxillary and sublingual 
glands. The otic ganglion of the parotid gland could have been 
influenced by infiltrating the temporal fossa, or the effect of 
blocking the sympathetic nerve supply could have been observed 
by anesthesia of the superior cervical ganglion. These procedures 
were not permitted. The only suggestive evidence of an in- 
creased parasympathetic tone during the episodes were the 
accompanying slight rises in temperature. The pulse rate did not 
increase in frequency and the pupils did not change in diameter. 

The saliva was mucinous and faintly opalescent. Its viscosity, 
measured with the Hess apparatus on many occasions during 
episodes and the intervals between them, varied within the nor- 
mal range of 1.4 to 2.8 without relation to the amount. The 
pH varied from 6 to 7.7, usually tending toward greater alka- 
linity when the flow was copious. Measurements of the amount 
of amylase gave highly variable amounts from 600 to 80,000 
units per 100 cc., the amount having no relation to the occurrence 
of the episodes. The amount of urea varied from 8 to 26 mg. 
per 100 cc. No eosinophilic cells were observed. 

Four days after an episode the patient was given 10 mg. of 
pilocarpine hydrochloride by subcutaneous injection. Five 
minutes later salivation began and lasted 3 hours, a total of 
200 cc. being secreted. An injection of isotonic solution of 
sodium chloride as a placebo failed to cause salivation. Pilo- 
carpine hydrochloride injected during an episode apparently did 
not augment the flow. The flow stopped 10 minutes after 0.6 
em. of quinine sulfate was given orally during an episode and 
resumed in its usual volume after 4 hours. On another occasion, 
the same dose was given at three hour intervals with no effect. 
On one occasion, 50 mg. of methantheline (banthine*) bromide 
was given at 3 hour intervals after salivation had been in progress 
for several hours. Salivation was arrested after only 150 cc. of 
saliva had been collected. Seven days later, methantheline bro- 
mide given in similar amounts again apparently reduced the 
amount of saliva secreted to about 100 cc. The patient refused 
further therapy because the drug made her feel ill. The effect of 
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atropine on the amount of saliva expelled is illustrated in the 
figure. The patient had eosinophilia of the blood and marrow as 
before, with 3,000 eosinophils per cubic millimeter. She was 
given an injection of 0.3 mg. of epinephrine, and 4 hours later 
the eosinophil count was 2,800 per cubic millimeter. On two 
occasions, the injection of 25 mg. of corticotropin failed to alter 
the count. Surgical removal of the affected glands or roentgeno- 
therapy was suggested by consultants, but the patient refused 
further study and left the hospital. 


COMMENT 

Only one other reference to a nearly identical case of 
periodic sialorrhea was found in the literature; it was 
originally described in an inaccessible essay written by 
Emden in 1897.° It occurred in a woman, aged 54, who 
had, at first at long intervals and later regularly every 
eight days, bilateral swelling of the submaxillary and sub- 
lingual salivary glands. The swelling process would sub- 
side after three days, with expulsion from the salivary 
glands of fibrinous plugs and with profuse salivation. The 
possibility of a secretory neurosis was considered. Since 
1879,* about 44 cases in adults and many in children of 
recurrent swelling of the parotid glands have been de- 
scribed.' Mention seldom was made of the submaxillary 
and sublingual glands. In many cases pyogenic infection, 
apparently caused by obstruction of the ducts, swelling 
of the glands, and secondary bacterial invasion, compli- 
cated the picture and interfered with clear-cut evidence 
of regular periodicity. Little attention was given to exact 
periodicity of glandular swelling, except for casual men- 
tion of recurrences in days, weeks, months, or two or 
three times a year over many years.’ Sialorrhea was noted 
only in Vogeler’s patient °; xerostomia was prominent in 
others. In one case, colic accompanied the glandular 
swellings.’ The disorder was hereditary in a boy whose 
mother and grandmother had similar complaints.* Of 
Payne’s 19 patients, 16 were women.*” 

In cases described before 1935, infection was thought 
to be the cause, but later, as in other periodic disorders, 
allergy was suspected.” Of the 44 cases found in the liter- 
ature by Bass, allergic manifestations were present in 12.* 
Bigler, however, saw no relation to allergy in his pa- 
tients.°° According to Weber,’ acute bouts of ptyalism 
are induced at times by gastrointestinal disturbances and 
muscular exercise. He suspected an allergic influence to 
be at fault, since persons so afflicted often have relatives 
who have allergic disorders. There seems to be no doubt 
that, at times, allergy may incite recurrent salivary dis- 
turbances. In some instances allergy or infection may 
serve as an inciting factor, but neither can account for 
uniform episodes of the disease regularly recurring for 
years without affecting the general health and resistance 
to therapy. Continuous sialorrhea occurred in a man, 
aged 50, two weeks after he received an injection of peni- 
cillin.'! It was accompanied by urticaria, which vanished 
after six weeks during therapy with antihistaminic drugs, 
but the ptyalism continued. Ptyalism is a rare complica- 
tion of pregnancy and is thought to be related to hyper- 
emesis, which it may accompany.'* Amounts as great as 
2,000 cc. of saliva expelled in a day are recorded. Exces- 
sive salivation occurs in rabies, epilepsy, and other neuro- 
logical disorders, particularly with lenticular involve- 
ment.'* Normally, the amount of salivary flow varies 
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greatly in different persons. In one study,'* the amount 
secreted in a minute ranged from 0.08 cc. to 0.88 cc. Cal- 
culated at those rates the range for normal persons for 
a 24-hour period is from 115 cc. to 1,267 cc., an average 
of 345 cc. 

Whether the case of periodic sialorrhea we have de- 
scribed is of the same nature as the other reported cases 
of recurrent parotitis cannot be said. It probably is. Dif- 
ferences in glands affected and in the signs, symptoms, 
and behavior are undersetandable considering the com- 
plexity of the neurological cortrol of the salivary glands 
as discussed in Furstenberg’s paper.'* In our patient and 
in others, additional convenient signs and symptoms 
suggest the presence of a systemic disturbance, with sali- 
vary disorder as the outstanding feature. Recurrent paro- 
titis and periodic sialorrhea are similar to other periodic 
disorders in that they occur fairly regularly at short inter- 
vals, last many years without affecting the patient’s gen- 
eral health, and resist therapy. The frequent occurrence 
of overlapping characteristics among other periodic dis- 
orders, suggesting a unity, is evident also in recurrent 
salivary disorders, in which abdominalgia, fever, eosino- 
philia, arthralgia, uterine bleeding, and evidence of 
hereditary transmission may be noted. Sialorrhea was 
observed in patients during episodes of periodic abdom- 
inalgia and periodic neutropenia.‘® The cause of 
such disorders is unknown, but there is reason to suspect 
a common, underlying rhythm, which, in rare persons, 
provokes different symptoms and signs to recur in syn- 
chrony and which in the present case affects the salivary 
glands. Atropine and methantheline, at times, tempo- 
rarily reduced the excessive flow of saliva, but tests with 
these drugs revealed no further hint as to the cause than 
those used in studies of other periodic disorders. The 
persistent eosinophilia of this patient may be inherent, 
but it was not present in her son. There was no evidence 
of allergy, polyarteritis, or other disease. The significance 
of the patient’s abnormal electroencephalogram is un- 
determined. 

SUMMARY 

The occurrence of episodes of swelling of the sub- 
maxillary salivary glands with excessive salivation last- 
ing a day or more and occurring at intervals of about 6 
days for over 3 years in a 44-year-old woman is de- 
scribed. Studies failed to reveal the cause, and therapy, 
except for transient inhibition of the flow, was unsuccess- 
ful. Numerous cases of recurrent swelling of the parotid 
glands are on record. Because of their characteristic 
rhythmicity of recurrence over a long period and their 
lack of effect on the patient’s general health, periodic 
sialorrhea and recurrent swelling of the parotid glands 
may belong to the group of diverse periodic disorders 
previously described. 
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CARCINOMATOUS MUCOSAL EXCRESCENCE 
OF THE RECTUM 


Michael Weingarten, M.I 
and 


Robert Turell, M.D., New York 


There has been much discussion as to the pathogenesis 
of intestinal polyps and the possible evolution of benign 
adenomas into invasive carcinomas. No direct valid evi- 
dence of such a transformation has been offered, because 
of the necessity for complete removal of a lesion for 
microscopic examination to permit determination of its 
true histopathological character, thus rendering further 
study in situ impossible. However, considerable col- 
lateral evidence for malignant transformation is pre- 
sented both on histological grounds, by Atwater and 
Bargen,' and on a clinical basis, by Helwig.’ It is gen- 
erally agreed that colonic polyps, if not already malig- 
nant, are potentially malignant and that, whenever 
observed, they should be extirpated, whether or not 
they are at the time producing symptoms. With regard 
to the smaller polyps, sometimes referred to as mucosal 
excrescences, there are, however, statements in the lit- 
erature that tend to create a more complacent attitude. 
In many instances, these smaller lesions are either ignored 
or are fulgurated without being submitted for histological 
study, because their gross characteristics are considered 
unmistakably benign. Castro and co-workers ° state that 
“on numerous occasions we have seen sessile mammila- 
tions 2 to 3 millimeters in size during routine procto- 
scopy. These are often gone when proctoscopy is re- 
peated a few weeks later.” In the light of such a state- 
ment, the following case is considered of interest. 


REPORT OF A CASE 


S. S., a 51-year-old white physician, while serving as a medi- 
cal officer in the United States Army in December, 1943, began 
to experience fatigue and had an occasional loose bowel move- 
ment accompanied by slight discomfort in the lower part of the 
abdomen. He was admitted to a military hospital, where all 
his examinations yielded negative results except for the procto- 
sigmoidoscopic findings. A “tiny polyp” was observed on the 
posterior wall of the rectum about 5 in. (12.5 cm.) from the 
anal orifice by a well-known and competent gastroenterologist. 
The patient was advised that there was no necessity for removal 
of this lesion, since it was so small, but that it should be ob- 
served periodically. In 1946, he had a recurrence of loose bowel 
movements and slight cramps for a short time but did not have 
further examinations until Feb. 17, 1950, when he consulted 
one of us (M. W.). The results of general physical examination, 
blood cell count, and urinalysis were normal. A warm, purged 
stool was negative for ova and parasites. Proctosigmoidoscopic 
examination was performed. The instrument was introduced for 
a distance of 10 in. (25 cm.). Five and one-half inches (about 
14 cm.) from the anal verge, a small sessile polyp, about 24% 
mm. in diameter, was seen. Its apex was raised about | mm. 
from the surface of the mucosa. The color was that of the 
surrounding mucosa, which appeared normal. When pressure 
was made with the rim of the sigmoidoscope against the sur- 
rounding rectal mucosa with the lesion held at the center, the 
polyp flattened out and became invisible. When the pressure of 


From Beth Israel Hospital. 
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the instrument was released, it was apparent that a small polyp 
was present. The lesion was removed completely with a cold 
angulated, punch biopsy forceps and submitted for histological 
examination to Dr. William Antopol who reported that the speci- 
men consisted of a fragment of soft gray tissue measuring 4 by 
3 by 2 mm. Microscopic examination revealed normal glands 
at each end of the mucosal surface. The middle third of the 
mucosa was composed of glands that contained no mucous 
secretory glands. The acini had cells with scant cytoplasm and 
prominent nuclei. The nuclei were present at all levels, often 
reaching the free surface of the cell. Mitoses were frequent. 
These atypical glandular elements penetrated beyond the mus- 
cularis mucosae. In the region of the atypical glands there was 
erosion with numerous polymorphonuclear leukocytes. Because 
of the abnormal glandular pattern, the pronounced prolifera- 
tion and the invasive tendency, the lesion was diagnosed as an 
adenocarcinoma. 

The area from which the polyp was removed was fulgurated 
several days later by one of us (R. T.). Results of the barium 
enema examination of the colon, including air contrast study, 


Carcinomatous mucosal excrescence of the rectum (x 25). The adjoining 
mucosa is normal. 


were normal. The sigmoidoscopic examination has been repeated 
several times since, without evidence of recurrence. Results of a 
barium enema study done in May, 1951, were also normal. 
COMMENT 

Mucosal excrescences seen on proctosigmoidoscopic 
examination are sometimes considered as being of no 
consequence or else are fulgurated thoroughly without 
biopsy, either to save the patient the cost of an additional 
laboratory procedure or because the observer feels con- 
fident that the gross appearance indicates that the lesion 
is benign. The foregoing experience with an excrescence 
of the rectum of less than 3 mm. in diameter, which 
proved to be an adenocarcinoma, emphasizes the neces- 
sity of submitting any accessible abnormal protrusions of 
the rectal or sigmoidal mucosa for histological indentifi- 
cation. One of us (R. T.), while experimenting with the 
construction of a cold, angulated biopsy forceps in 1940, 
removed a grossly benign-appearing mucosal elevation 
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that was less than 2 mm. in diameter and which proved to 
be an adenocarcinoma on microscopic examination.* 
Hines and Riddler ° recently reported the removal with 
a biopsy forceps of a sessile, submucosal nodule measur- 
ing 3 mm. in diameter from the anterior rectal wall, 4 cm. 
above the dentate line. Histological examination dis- 
closed the nodule to be a carcinoid tumor. It is appar- 
ent that one cannot assume on the basis of the gross ap- 
pearance or the small size of a mucosal excrescence that 
it is innocuous. 

An interesting aspect of the case herein reported is that 
the description and location of the lesion as stated in 
December, 1943, corresponded with that observed in 
February, 1950. Although one cannot be certain, it 
would appear that we were dealing with the same “tiny 
polyp.” It seems highly improbable that the lesion when 
first observed was carcinomatous in nature, since one 
would then have to assume that it remained dormant for 
six years and did not increase in size. In all likelihood, 
this mucosal excrescence was a benign adenoma, when 
it was seen in December, 1943, and underwent malig- 
nant changes shortly before it was removed. One may 
therefore state that in all probability this is an instance in 
which a benign adenoma of the rectum was observed and 
left in situ and became carcinomatous approximately six 
years later. Added weight is thus given to the generally 
held opinion that all abnormal protrusions of the recto- 
sigmoidal mucosa should be completely removed when 
observed and submitted for histological examination. 


SUMMARY 

A case is reported in which a 2.5 mm. mucosal ex- 
crescence of the rectum, which had been observed six 
years earlier, proved to be carcinomatous in nature. The 
importance of removing and examining histologically 
every abnormal protrusion from mucosa of the instru- 
mentally accessible terminal portion of the colon, no 
matter how small or innocent in appearance, is empha- 
sized. 
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Wet X-Ray Films.—It is the practice for some people to make 
a habit of asking to see wet [x-ray] films, before the processing 
is completed by drying. This seems to be an opportune moment 
to point out that this procedure lays one open to making many 
errors. When a film is taken it is dry. When it is processed, the 
emulsion, including the layers of sensitized material, of which 
there may be 2 or more, swells up to befween 4 and 8 times its 
original thickness. This swollen emulsion is particularly sus- 
ceptible to physical damage from contact with other materials. 
What is, perhaps, more important, is that when there is any 
slight irregularity of the coating—even though this may not be 
sufficient to affect its photographic qualities—during the swell- 
ing the images formed become distorted and indistinct. It is 
therefore frequently impossible to detect minor alterations of 
structure, particularly in the study of bone trabeculation, until 
the film has been dried and the emulsion has returned to the 
physical state in which it existed when the film was exposed. 
Neither knowledge nor experience can overcome this physical 
deficiency in the images on a wet film.—Anthony A. Vickers, 
F.F.R., A Dissertation on X-Ray Diagnosis, The British Journal 
of Physical Medicine, May, 1952. 
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TOPICAL CHLORAMPHENICOL (CHLORO- 
MYCETIN*) THERAPY OF PYOGENIC 
DERMATOSES 


Capt. E. Randolph Trice (MC) 4 
United States Army, Washington, D. C. 
and 


June Carol Shafer, M.D., Arlington, Va. 


The continuing search for more effective agents for 
the treatment of pyogenic infections of the skin has led 
to the development of many improved preparations over 
the past few years.' In the evaluation of a new agent, 
two basic factors must be observed. The agent must 
possess an active bacteriostatic effect, preferably in low 
concentrations, against a wide spectrum of microorgan- 
isms that commonly affect the skin. It must also show a 
low index of cutaneous sensitivity. Some of the newer 
antibiotic ointments appear to meet both of these cri- 
teria.' Another factor worthy of consideration is the 
stability of the preparation in various vehicles. This re- 
port evaluates topical chloramphenicol with reference to 
effectiveness in the treatment of pyodermas, to cutaneous 
allergenicity, and to applicability in a greaseless base. 


HISTORICAL DATA 

In 1947, Ehrlich and co-workers * announced the 
recovery of a new antibiotic, chloramphenicol (chloro- 
mycetin®), from Streptomyces venezuelae after a tedious 
search of thousands of soil samples from all over the 
world. In vitro testing by McLean and co-workers * 
revealed a wide spectrum of susceptibility to the anti- 
biotic by microorganisms commonly invading the skin, 
including Staphylococcus, Streptococcus, Aerobacter, 
Bacillus, Corynebacterium, Hemophilus, and other bac- 
teria, certain spirochetes and Protozoa, fungi of the 
Actinomyces group, and some of the rickettsias and large 
viruses. 

Recently, Cornbleet and Schorr * reported the results 
of topical chloramphenicol therapy in 18 cases of “ecze- 
ma and pruritus of the ear canal,” associated with bac- 
terial infection in some cases. They used an ointment con- 
taining 0.275 gm. of chloramphenicol in 30 gm. of poly- 
ethylene glycol (carbowax 1500*). Initially, there was 
improvement in 16 of the 18 patients treated, but recur- 
rences were frequent in those patients reached for follow- 
up inquiry. There was no instance of sensitivity to the 
preparation in the series. More favorable results were 
recorded by Newman and Feldman °* in the treatment of 
51 patients with various pyogenic dermatoses. They used 
a 1% chloramphenicol cream (0.300 gm. of chloram- 
phenicol in 30 gm. of oil-in-water emulsion )." In patients 
with superficial pyodermas, there was rapid recovery, 
but less dramatic improvement was noted in patients 
with deeper infections. An additional 75 patients were 
treated later with the cream, and one instance of hyper- 
sensitivity was encountered. 


ALLERGENICITY 
For this report, patch tests of 2% chloramphenicol 
cream (0.600 gm. of chloramphenicol in 30 gm. of 
base )° were applied to 100 consecutive patients admitted 
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to the dermatology section, Walter Reed Army Hospital. 
A total of 50 persons were retested 14 days later. There 
were no positive reactions from either the original or 
provocative tests. Of the treated patients, one showed a 
flare-up of the underlying dermatitis, but a patch test for 
chloramphenicol cream was negative. 

Kerby and Muller‘ recently investigated a group of 
antibiotics, including chloramphenicol, with reference to 
the Shwartzman phenomenon. In their animal experi- 
ments, no hypersensitivity of the Shwartzman type was 
demonstrated. No cutaneous sensitivity was noted by 
Newman and Feldman®* in 100 consecutive patients 
dressed with chloramphenicol cream after surgical pro- 
cedures. As previously mentioned, one of their patients 
had a contact type of reaction. Patch tests were positive 
to chloramphenicol and negative to the cream base. 


Results of Treatment with Chloramphenicol Cream of 
Eighty-Six Patients with Pyogenic Disease 


Number No 
Clinieally Improve- 
Disease Patients Cured Improved ment 
Follieulitis of trunk or extremities 9 6 3 
Folliculitis of beard or sealp.... 16 13 3 ee 
eee 6 2 2 2 
Infected dermatitis of intertrigi- 
4 1 2 1 
Infected dermatitis of hands and 
Hidradenitis suppurativa......... 2 2 wa 
2 1 1 
Fox-Fordyce disease.............. 2 ‘ 2 
Aphthous stomatitis of lips..... 1 1 


. * Secondary infectious element cleared rapidly almost without excep- 
on. 


CLINICAL MATERIAL AND RESULTS 
A total of 100 patients with superficial and deep pyo- 
genic infections from the outpatient clinic and inpatient 
service of the dermatology section of this hospital were 
selected for the study. Of this group, adequate follow-up 
examinations of 86 persons were available. The majority 


The chloramphenicol (chloromycetin®) cream used in this study was 
supplied by Parke, Davis & Company. 

From the Dermatology and Syphilology Section, Walter Reed Army 
Hospital, Lieut. Col. William N. Piper, Medical Corps, Chief of Section 
(Captain Trice), and the Dermatology and Syphilology Department, 
Georgetown University Medical School (Dr. Shafer). 
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of the patients were given a 2% chloramphenicol cream 
to be applied three times daily for from 3 to 14 days, 
depending on the severity of involvement. A few patients 
used a 1° cream, which, when applied more frequently, 
appeared to be as effective as the 2“ preparation. Some 
patients in the series received nonspecific supportive 
measures, such as aluminum subacetate compresses and 
disinfection of shaving instruments. 

Results of therapy with chloramphenicol cream are 
briefly summarized in the accompanying table. In gener- 
al. there was clearing of most superficial infections within 
3 to 10 days. In the group of patients with otitis externa, 
the underlying dermatitis remained in most instances, so 
that the final result was recorded as “improved.” Chlor- 
amphenicol was effective, however, in clearing and pre- 
venting secondary bacterial infection. Deeper infections 
showed favorable resuits when treated early in the acute 
phase. In other chronic cases, chloramphenicol was no 
more effective than other antiseptic preparations. 

COMMENT 

In this series, chloramphenicol cream was found to be 
as effective in the therapy of pyodermas as other topical 
antibiotic preparations previously evaluated at this hos- 


pital, such as bacitracin and aureomycin.” These re- 


sults are not so impressive as those reported by Newman 
and Feldman.’ Perhaps this can be explained by the fact 
that the pyodermatous infections in patients referred to 
an Army general hospital have frequently reached a 
chronic stage and have been relatively resistant to ordi- 
nary treatment. 

The oil-in-water emulsion base was particularly efh- 
cient as a vehicle for the drug for treating hairy and 
intertriginous areas. It was especially useful when applied 
before and after shaving by patients with recurrent folli- 
culitis of the bearded area. Patients who had used oint- 
ment preparations previously found the cream base 
mechanically more suitable when used as a part of the 
shaving routine. Incorporation of 2 chloramphenicol 
in basic lotion’ for patients with secondarily infected 
intertrigo (not included in this series) was also found to 
be efficient. 

SUMMARY AND CONCLUSIONS 


A wide spectrum of microorganisms that commonly 
cause pyogenic infections of the skin are susceptible to 
chloramphenicol. A total of 86 patients with superficial 
and deep pyodermas were treated with chloramphenicol 
cream. Favorable responses were noted in treating super- 
ficial infections. The response of deep pyodermas was no 
better than to some of the other topical antibiotic prep- 
arations. The oil-in-water emulsion base afforded an 
efficient vehicle for the drug in treating hairy and inter- 
triginous areas. No proved instance of hypersensitivity 
developed in the patients treated. Patch tests in 100 
persons and provocative tests in 50 of them failed to 
demonstrate an allergic response. 


s. Fink, J. C., and Grauer, F. H.: Unpublished data. 
9. Though chloramphenicol is compatibie with most ointments and lo- 
tions, its stability is destroyed by giycerin or woo! fat (lanolin). 
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MECHANICAL AID FOR THE ARM 
AMPUTEE 


Jerome Weiss, M.D. 
and 


Eisert, M.D., Brooklyn 


In recen* years considerable advance has been made 
in the rehabilitation of the arm amputee by means of 
working prostheses. These are supplied with a prehensile 
hook operated by the opposite shoulder or by muscle 
motors produced surgically. For special purposes, modi- 
fications of the hook have been devised. Some prostheses 
provide for quick removal of the hook and replacement 
with a nonfunctioning hand for cosmetic effect. 

These prosthetic devices have done much to restore 
the usefulness and to elevate the morale of the arm am- 
putee; however, there remain two important functions 
that are still difficult for him. These are the opening of 
an ordinary can, and the removing or replacing of a bulky 
top from a jar. Dunton and Licht’ recognize the diffi- 
culty that the usefulness of only one arm imposes. No 
present arm prosthesis that is useful for ordinary pur- 
poses will satisfactorily hold a can or jar unless modified 
in some way. The slipping of a can or jar can be danger- 


Fig. 1.—The holder with the movable jaw completely removed from its 
track. The stirrup appears at the left. 


ous, particularly for the one-armed amputee or hemi- 
plegic who is using his good hand to do the work. 

To make this chore safe and easy for the one-armed 
amputee or hemiplegic, a simple device has been de- 
veloped by the physical medicine rehabilitation service 
of the Breoklyn Veterans Administration Hospital. It is 
an adaptation of the saddler’s bench, in which foot power 
is used to clamp the leather and hold it while it is being 
stitched. Figures | and 2 are fully descriptive of the con- 
struction and use of the device. 

Although many modifications in construction are pos- 
sible, the device, as shown, is held to the simp!e form 
that can easily be produced in from three to four hours 
in the manual arts or occupational therapy departments 
of any good service of physical medicine and rehabilita- 

From the Veterans Administration Hospital, Brooklyn. 

Mr. William Conlon, manual arts therapist, constructed the mechanical 
aid from plans furnished by the authors. 

Mr. F. Hertling, of the Medical Ilustrations Section, Veterans Ad- 
ministrauion Hospital, Brooklyn, prepared the illustrations. 

Reviewed in the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclusions 
published by the authors are the result of their own study and do not 
necessarily reflect the opinion or policy of the Veterans Administration. 

1. Dunton, W. R.. and Licht, §., editors: Occupational Therapy: 


Principles and Practice, Springfield. Ul. Charles C Thomas. Publisher, 
19S0. 
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tion. The clamps and the extra length of the lower board 
are not required if the holder ts screwed to the table top. 
The holding screws, if used, must be of the flat-headed 
type and must be countersunk below the top of the lower 
board. The addition of removable jaws to the fixed and 
moving members will make the device still more versatile. 
It will then approximate the saddler’s bench and can 
be used to hold parts for soldering or for joining by other 
means. 


Fig. 2.—Here is demonstrated the use of the apparatus to facilitate the 
opening or closing of a jar by a one-armed person. The clamps are not 
needed if the holder is screwed to the table top. 


The required materials, easily obtained, are given 
below: 

Wooden boards—*4 in. plywood ts excellent 

Two small single awning pulleys—nonswivel type 

About § ft. of strong awning cord 

One 9 in. length of “s or '4 in. iron pipe 

Two flat-headed iron wood screws—no. &, | in. long 

Three flat-headed iron wood screws—no. 10, 1!2 in. 
long 

Strips of rubber from an old innertube for the jaw 
faces 

Two clamps, if the hold-down screws are not to be used 

A 6 in. square sheet of rubber cut trom an old inner- 
tube will improve the patient’s grip on the jar cap or 
bottle top. 

The amputee or hemiplegic will be able to use the 
holder perfectly after brief instruction, and, with a little 
practice, he will usually do better than an able-bodied 
person can without the holder. A simple device such as 
this can do much to help the arm amputee or the hemi- 
plegic to attain independence. 


MENINGITIS—TRICE AND TOWNSEND 


MENINGITIS DUE TO KLEBSIELLA 
PNEUMONIAE 


REPORT OF TWO CASES, WITH THE USE OF 
STREPTOKINASE AND STREPTODORNASE 
IN ONE CASE 


Peter A. Trice, M.D. 
and 


Thomas E. Townsend, M.D., Fairfield, Ala. 


In a recent article by Thompson and associates,’ the 
rarity of meningitis due to Klebsiella pneumoniae was 
emphasized. These authors, in a comprehensive review 
of the literature, found only I18 cases, to which they 
added | case of their own. We wish to add two cases 
of meningitis due to K. pneumoniae diagnosed at the 
Lloyd No'and Hospital and to discuss the use of strep- 
tokinase and streptodornase in the management of one 
Case. 

REPORT OF CASES 

Case 1.—l. F. B.. a 2-year-old white girl, was admitted to the 
Lloyd Noland Hospital on Nov. 7, 1946, in a comatose state. 
The history revealed that the child had been well until the pre- 
vious day, when fever with occasional vomiting developed. The 
child was examined by a local physician on the morning of ad- 
mission. A diagnosis of “sore throat” was made and a sulfona- 
mide drug prescribed. After taking approximately 0.5 gm. of 
the prescribed drug, she seemed much worse and was brought 
to the Lloyd Noland Emergency Clinic, where she was immedt- 
ately admitted to the hospital. On admission, at 6:30 p. m., the 
child was comatose and cyanotic. The pulse was palpable in the 
legs and temples: the heart sounds were of poor quality and 
rapid. The right pupil was irregular and fixed to light. The lett 
pupil was pinpoint sized. It was apparent that she was dying. 
She did not respond to supportive therapy and died an hour and 
20 minutes after admission. 

Autopsy revealed purulent meningitis and pneumonia. Stersie 
blood cultures and spinal fluid cultures done at autopsy revealed 
K. pneumoniae. 

Case 2.—N. E. M., a Negro tntant, was born prematurely at 
the Lloyd Noland Hospital Sept. S, 1951. The delivery was 
sterile with spontaneous left occiput anterior presentation. The 
cry was weak and delayed; the lungs were not fully expanded: 
and slight cyanosis was present around the mouth. The birth 
weight was 4 Ib. 2 oz. (1,871 gm.), and the length was 17!2 
in. (44 cm.). The infant was placed in an incubator with oxygen, 
and there was rapid improvement. He was removed to a bas- 
sinet on the second day. The weight gain was slow for the first 
five days, but after the caloric intake was increased the gain 
was Satisfactory. 

On Sept. 24, at 19 days of age, the infant became cyanotic 
and experienced some respiratory difficulty. The lungs were 
clear to auscultation: the heart rate was rapid, but the sounds 
were of good quality. He responded well to treatment with 
oxygen and a stimulant. The possibility of an intracranial hemor- 
rhage or aspiration of formula was considered at that time. 
Immediately after this episode some spasticity of the extremities 
was noted. This was believed to be a result of anoxia and dis- 
appeared in approximately 24 hours. After this, the infant's 
condition remained good. He took his formula well, and the 
weight gain was satisfactory. 

On Oct. |, when the patient was 26 days of age, it was noted 
that the anterior fontanel was full but not tense. A lumbar punc- 
ture revealed xanthochromic fluid with 1,750 cells per cubic 


From the Pediatric Department, Lloyd Noland Hospital. 

1. Thompson, A. J.; Williams, E. B., Jr.; Williams, E. D., and Ander- 
son, J. M.: Klebsiella Pneumoniae Meningitis: Review of the Literature 
and Report of a Case with Bacteremia and Pneumonia, with Recovery, 
Arch. Int. Med. 89: 405-420 (March) 1982. 
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millimeter, 87° of which were neutrophils and 13% lympho- 
cytes. The smear was negative. Treatment with dihydrostrepto- 
mycin, 0.25 gm. every eight hours, and penicillin, 100,000 units 
every three hours, was started. The following day spinal fluid 
culture revealed an organism resembling K. pneumoniae. At this 
time chloramphenicol therapy, 250 mg. every four hours, was 
started. On Oct. 3 the organism was definitely identified as K. 
pneumoniae. Tests revealed the organism was sensitive to chlor- 
amphenicol, streptomycin, and aureomycin, in the order named. 
On Oct. 4 the fontanel was tense and the general condition poor. 
The temperature at this time was 99.8 F per rectum, and at no 
time during the course of the illness was it any higher. The in- 
fant continued to take his formula well but required supple- 
ments of fluids, given parenterally. On Oct. 6 he had a general- 
ized, clonic convulsion, which was controlled by sedation. On 
Oct. 10 a lumbar puncture was done, but no spinal fluid was 
obtained. A ventricular tap was therefore performed. The ven- 
tricular fluid revealed 1,250 cells per cubic millimeter, 90% 
neutrophils and 10% lymphocytes. Smear and culture were nega- 
tive. The protein was 800 mg., sugar 16.9 mg., and chlorides 
603.1 mg. per 100 cc. At this time a gradual increase in the 
circumference of the head was noted, with a tense and bulging 
fontanel. On Oct. 18, 20 cc. of xanthochromic fluid was ob- 
tained by ventricular tap, and 125,000 units of streptokinase 
and 25,000 units of streptodornase (“varidase’’) ~ diluted in 10 
cc. of distilled water were instilled. The ventricular fluid con- 
tained 4,300 cells with 70% neutrophils, and 30% lymphocytes. 
Protein was 640 mg., chlorides 586 mg., and sugar 30 mg. per 
100 cc. Smear and culture were negative. After this there was 
definite clinical improvement. The weight gain was steady; 
feedings were taken well; no fluids were required parenterally; 
there was no further increase in circumference of the head; 
and the fontanel returned to normal. Penicillin therapy was 
discontinued on Oct. 20 and streptomycin and chlorampheni- 
col therapy on Oct. 24. On Nov. 7 a lumbar puncture for thera- 
peutic evaluation was done. No fluid was obtained. Ventricular 
tap revealed 325 cells, 60% neutrophils and 40% lymphocytes. 
The protein was 164 mg., chlorides 659 mg., and sugar 32.5 
mg. per 100 cc. Smear and culture were negative. Treatment 
was discontinued, and the infant was discharged to be followed 
daily in the outpatient clinic. At this time the infant weighed 
5 lb. 15 oz. (2,693 gm.). The diagnoses on discharge were pre- 
maturity and meningitis due to K. pneumoniae, with acquired 
hydrocephalus. The follow-up on this patient was inadequate, 
owing to lack of cooperation by the family. 

The patient was not seen again until readmission, Jan. 1, 
1952, some 54 days after discharge. At this time he was 4 months 
of age. The mother stated that the child’s head had suddenly 
become larger the night before admission but that he had been 
well until that time. However, physical examination revealed 
severe malnutrition, the weight being 7 Ib. (3,175 gm.), and 
severe hydrocephalus. The respirations were 20 to 30 per minute 
and very shallow; the pulse was weak and the rate 60 per 
minute; and the temperature was 94.8 F per rectum. The infant 
appeared both acutely and chronically ill. Lumbar puncture was 
done on admission, but no fluid was obtained. Ventricular tap 
revealed 10 cells per cubic millimeter, all of which were lympho- 
cytes, and protein was 435 mg. per 100 cc. Smear and culture 
were negative. Treatment with chloramphenicol, 250 mg. every 
four hours, and dihydrostreptomycin, 0.25 gm. every eight hours, 
was started. Supportive measures consisted of the use of plasma, 
fluids parenterally, oxygen, and heat. Ventricular taps were done 


. The streptodornase used in this case was supplied by Lederle Labo- 
sateries Division, Amcrican Cyanamid Company, Pearl River, N. Y. 

3. Tillett, W. S., and Garner, R. L.: The Fibrinolytic Activity of 
Human Streptococci, J. Exper. Med. 58: 485-502 (Oct.) 1933. Tillett, 
W.S., and Sherry, S.: The Effect in Patients of Streptococcal Fibrinolysin 
(Streptokinase) and Streptococcal Desoxyribonuclease on Fibrinous, Puru- 
lent, and Sanguinous Pleural Exudations, J. Clin. Invest. 28: 173-190 
(Jan.) 1949, Miller, J. M.; Ginsberg, M.; Lipin, R. J., and Long, P. H.: 
Clinical Experience with Streptokinase and Streptodornase, J. A. M. A. 
145: 620-624 (March 3) 1951. Miller, J. M.; Long, P. H., and Stafford, 
E. S.: Clinical Experience with Streptokinase and Streptodornase in Tuber- 
culosis, ibid. 148: 1485-1489 (April 26) 1952. 

4. Cathie, I. A. B.: Streptomycin-Streptokinase: Treatment of Tuber- 
culous Meningitis: Preliminary Communication, Lancet 1: 441 (March 12) 
1949. Cathie, I. A. B., and MacFarlane, J. C. W.: Adjuvants to Strepto- 
mycin in Treating Tuberculous Meningitis in Children, ibid. 2: 784 (Dec. 
16) 1950. 
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on Jan. 3, 4, and 6, with instillation of 50,000 units of strepto- 
kinase and 10,000 units of streptodornase each time. After this, 
there was some improvement in the general condition and the 
fontanel became less tense. However, the circumference of the 
head steadily increased. 

Ventricular taps were repeated on Jan. 16, 21, 22, and 23, 
with instillation each time of 87,500 units of streptokinase and 
17,500 units of streptodornase. On Jan. 24, ventricular tap was 
performed, with instillation of 125,000 units of streptokinase 
and 25,000 units of streptodornase. All ventricular taps revealed 
normal cell counts, negative smear and culture, and an elevated 
protein level. After the last ventricular tap, it was felt that maxi- 
mum benefit had been obtained from the streptokinase and strep- 
todornase therapy and that further treatment with these agents 
was not indicated. The infant was removed from the hospital 
by the parents on Jan. 26, on the 26th day of his second hos- 
pital admission and 116 days from the time his illness was first 
diagnosed. The weight on discharge was 9 Ib. (4,082.33 gm.), a 
gain of 2 Ib. (907.18 gm.) during the last hospitalization. Follow- 
up was to be done through the outpatient clinic, with treatment 
to be reinstituted as indicated. Once again, cooperation on the 
part of the family was poor. The patient was not seen again 
and died at home on Feb. 12. 

COMMENT 

In case 1, the infant was moribund on admission and 
died an hour and 20 minutes after admission to the hos- 
pital. There was time for no treatment except supportive 
measures, to which the infant failed to respond. The 
diagnosis was made at autopsy. 

In case 2, owing to our failure to obtain spinal fluid on 
repeated lumbar puncture, we felt that the flow of fluid 
into the spinal canal was probabty obstructed by fibrinous 
exudate. Because of the favorable reports of the fibrino- 
lytic effect of streptokinase and the hydrolytic effect of 
streptodornase,’ it was hoped that these drugs would 
liquefy the fibrinous exudate. Cathie and MacFarlane ‘ 
reported the use of streptokinase intrathecally in cases of 
tuberculous meningitis, with favorable results when used 
be‘ore organized exudate was formed. As noted in the 
case report, definite improvement followed the initial 
instillation of 125,000 units of streptokinase and 25,000 
units of streptodornase. Prior to the use of these fibrino- 
lytic agents, the anterior fontanel was consistently 
distended and there was gradual increase in the circum- 
ference of the head. After the first instillation of strepto- 
kinase and streptodornase, the fontanel remained soft 
and the circumference of the head remained the same. 
However, lumbar puncture was still not productive of 
spinal fluid. On the initial hospital admission only one 
ventricular tap was performed after the instillation of the 
agents (on the 20th day), and this was for follow-up 
study rather than for therapeutic purposes. 

On the patient’s readmission to the hospital, 54 days 
after discharge, there was pronounced distention of the 
anterior fontanel and hydrocephalus. It is regrettable 
that the patient had not returned to the clinic during this 
interval. Because of the apparent beneficial results ob- 
tained with the use of streptokinase and streptodornase 
on the first admission, it was felt that further treatment 
with these agents was warranted. Benefit was minimal, 
even with daily instillation. The patient was removed 
from the hospital against our advice, so that further 
observation was not possible. He died at home 16 days 
after leaving the hospital. 

Since the infecting agent apparently was controlled by 
streptomycin and chloramphenicol therapy, as indicated 
by sterile cerebrospinal fluid on repeated cultures, it is 
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felt that death was due to the complications and not 
primarily to the infecting organism. 


SUMMARY 


Two cases of meningitis due to Klebsiella pneumoniae 
are reported. Sensitivity studies in case 2 indicated the 
organism was most sensitive to chloramphenicol. The 
meningitis was controlled by the use of chloramphenicol 
and streptomycin. The use of streptokinase and strepto- 
dornase in one case is discussed. It is felt that some benefit 
was obtained from the use of streptokinase and strepto- 
dornase. Further investigation of the use of these agents 
in cases of meningitis in which blocks to the circulating 
cerebrospinal fluid are developed would seem justified. 
No untoward results from the administration of the 
streptokinase and streptodornase were detected. 


P. O. Box 358. 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 


RaceH E. De Forest, M.D., Secretary. 


The Jobst Stocking 
Conrad Jobst, P. O. Box 653, Toledo, O. 


The Jobst Stocking is intended for use in the treatment of 
circulatory disorders of the legs and differs from other available 
elastic stockings in the special arrangement for fitting the stock- 
ing to the individual patient’s leg. This consists of a tape that 
automatically affords measurements of circumference at prede- 
termined levels on the leg. 


The Jobst Stocking. 


The unpacked stocking weighs 70 to 90 gm. (2% to 3 02z.). 
Its shipping weight is 78 to 98 gm. (234 to 3% oz.). 

Evidence obtained from sources acceptable to the Council 
indicated that The Jobst Stocking was well made and served 
the purposes for which it was designed. It was emphasized that 
elastic stockings are not suitable for all types of circulatory dis- 
ease, that the physician, not the patient, must decide whether 
the stocking is needed in a given case, and that the measure- 
ments must be made by someone with experience and skill. 


Bauer & Black Nylon Elastic Stockings, 
Models N-1 and S-1 


Bauer & Black, Division of The Kendall Company, 309 W. 
Jackson Blvd., Chicago 6. 

The two types of elastic stocking referred to in this report are 
made of a combination of nylon and elastic in such a way as 
to give-a two-way stretch. The heel and the top are nonelastic, 
and the stocking is maintained in position by garters or a girdle 
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support. Both are of a beige color, light in weight, and of suffi- 
cient strength for use in slight swellings and milder forms of 
edema. 

Evidence from sources acceptable to the Council showed that 
these stockings were well constructed. It is pointed out that 
elastic stockings can be effective in some forms of peripheral 
vascular disease, but injurious in others, and that the physician, 
not the patient, is the one to decide whether elastic stockings 
are advisable in any given case. 


Sonotone Hearing Aid, Model 966 
Sonotone Corporation, Elmsford, N. Y. 


The Sonotone Hearing Aid, Model 966, 
is an electric hearing aid housed in a case 
of plastic and metal. The user may wear it 
with batteries or connect it to external bat- 
teries. With batteries it weighs 326 gm. and 
measures 2.6 by 6.8 by 12.5 cm. 

Evidence from an acceptable source indi- 
cated that this instrument met the published 
requirements of the Council for hearing aids. 


Sonotone Hearing 
Aid, Model 966 


Monaghan Hospital Respirator, Model 110 
J. J. Monaghan Company, 500 Alcott St., Denver 4. 


The Monaghan Hospital Respirator, Model 110, is a cuirass 
type respirator designed to supply the needs of two patients at 
once and also permit the administration of positive intratracheal 
pressure in time with the cycles of negative extrathoracic pres- 
sure. 

The apparatus is housed in a large cabinet which stands on 
casters on the floor. Unpacked, it measures 94 (height) by 95 
by S51 cm. (36% by 37 by 20 in.) and weighs 66 kg. (145 Ib.). 
The series of plastic shells (six shells of graduated sizes) are 
contained in one door of this cabinet; the positive pressure unit 
with other accessories are contained in the other. The cabinet 
also houses the pump and motor, which operates on 50 to 60 
cycle alternating current at 110 volts and draws 130 watts. 

Packed for shipment, the unit measures 107 by 101 by 62 cm. 
(4134 by 394% by 24 in.) and weighs 94 kg. (206 Ib.). 

Evidence from sources acceptable to the Council showed that 
the device satisfied the published requirements of the Council 
for acceptance of respirators of the cuirass type as stated in 
THE JourNaL, April 30, 1949, page 1273. 


Telex Hearing Aid, Model 500 
Telex, Inc., Telex Park, St. Paul 1. 


The Telex Hearing Aid, Model 500, 
is a conventional electric hearing aid in 
shape and general design. It measures 
61 by 44 by 21 mm. without clothing 
clips and weighs 82.5 gm. without bat- 
teries. The batteries weigh 25 gm., and 
the receiver and cord weigh 10 gm. 

Evidence of good workmanship and 
satisfactory performance was obtained 
from a laboratory acceptable to the 
Council. 


Telex Hearing Aid, 
Model 500 


Dome-Paste Bandage \ / 

Dome Chemicals, Inc., 109 W. 64th St., 

New York 23. 

The Dome-Paste Bandage consists of strips of im- 
pregnated gauze intended for application to the legs, 
as with Unna’s Paste Boot, in the treatment of periph- 
eral circulatory disease. Each strip, measuring 914 
cm. (10 yards) in length and 10.2 cm. (4 in.) in width, 
is wrapped in wax paper and enclosed in a tin can, 
Twelve such bandages, separately packed, fill a mul- 
tiple-unit container. 

From acceptable sources the Council obtained evi- 
dence indicating that the Dome-Paste Bandage was 


convenient and efficient. Dome-Paste Bandage 
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CORTISONE, CORTICOTROPIN, 
AND TUBERCULOSIS 


Considerable uncertainty has arisen concerning the 
use of cortisone and corticotropin in the presence of 
suspected or proved tuberculous lesions. Sufficient evi- 
dence appears to have been accumulated to at least sug- 
gest caution in the use of these drugs in a patient with 
tuberculosis. 

Two recent reports now reveal without any doubt the 
need for this conservative approach.' The Committee on 
Therapy of the American Trudeau Society and an asso- 
ciated committee, the Laboratory Subcommittee, have 
offered evidence that should be kept in mind when cor- 
tisone and corticotropin are used clinically. The latter 
committee, after examining 39 published papers and 
personal communications, concluded that, insofar as the 
data from studies on experimental tuberculous infec- 
tions in animals are concerned, the drugs may produce 
a variety of effects, depending on the species of animal 
and the experimental conditions. The hormones produce 
a decrease in reactivity of the small blood vessels, which 
in turn reduces the inflammatory response of sensitized 
tissue to the tubercle bacillus. Cortisone can cause a 
flare-up of a tuberculosis infection in mice. When the 
hormones are withdrawn, a tuberculosis lesion may be- 
come more active. Further, the hormones have no sig- 
nificant action on the tubercle bacillus itself in vitro. 

The Committee on Therapy analyzed data on 81 pa- 
tients treated with cortisone and/or corticotropin in 
whom tuberculosis was present or became a complicat- 
ing factor. Autopsies had been performed on many of 
the subjects. From their study the members of the com- 
mittee concluded that an exacerbation of tuberculosis 
infection does not always follow use of cortisone or cor- 
ticotropin, but that these drugs do have an effect on 
active and apparently inactive tuberculosis. For example, 
there often were found in their studies a spectacular dis- 


1. Committee on Therapy, American Trudeau Societv: The Effect of 
Cortisone and/or Corticotropin on Tuberculous Infection in Man, Am. 
Rev. Tuberc. 66: 254-256 (Aug.) 1952. Laboratory Subcommittee of the 
Committee on Medical Research, American Trudeau Society: The Effect 
of Cortisone and/or Corticotropin on Experimental Tuberculous Infections 
in Animals, ibid. 66: 257-259 (Aug.) 1952. 

1. Yudkin, A. M.; Kriss, M., and Smith, A. H.: Vitamin A Potency of 
Retinal Tissue, Am. J. Physiol. 97: 611, 1931. 

2. Wald, G.: Carotenoids and Visual Cycle, J. Gen. Physiol. 19: 351, 
1935. a 
3. Wald, G., and Hubbard, R.: Synthesis of Rhodopsin from Vitamin 
A:. Proc, Nat. Aca@, Sc. 36:92, 1950. Wald, G., and Brown. P. K.: 
Synthesis of Rhodopsin from Retinene, ibid. 36: 84, 1950. 

4. Hubbard, R., sand Wald, G.: Cis-Trans Isomers of Vitamin A and 
Retinene in Vision, Science 115: 60, 1952. 
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semination of the disease and unsatisfactory localization 
of the lesions. They also report development and pro- 
gression of excavation during and after the hormone 
therapy. Yet these drugs may cause signs of clinical and 
symptomatic improvement even as the lesions are be- 
coming progressively worse. 

Therefore, the Committee on Therapy has concluded 
that cortisone and corticotropin appear to have no place 
in the treatment of active tuberculosis as such, and in 
the presence of active tuberculosis infection the use of 
these drugs should be regarded as potentially hazardous. 
While the presence of old, apparently inactive, tuber- 
culosis is not an absolute contraindication to therapy, 
the condition should be studied carefully; if one of the 
drugs is used, there should be frequent examinations of 
roentgenograms and the sputum. Even in the absence of 
known tuberculous infection there should be careful ex- 
aminations before, during, and after therapy, as there 
may be exacerbation of an unsuspected lesion. If a pul- 
monary infiltrate develops during or after therapy with 
cortisone or corticotropin, the presence of tuberculosis 
should be suspected until it is proved otherwise. When 
these drugs must be used when a tuberculous infection 
is known to exist, it may be wise to employ at the same 
time antimicrobial agents such as streptomycin and para- 
aminosalicylic acid. The findings and conclusions of these 
two committees of the American Trudeau Society em- 
phasize the need for caution when new drugs are em- 
ployed. 


RHODOPSIN 


It has long been known that optimal function of the eye 
is associated with adequate nutrition, and, once the nu- 
tritive importance of vitamin A had been established, this 
food factor was shown to be involved in the photochemi- 
cal cycle that is the physiological basis of sight. The retina 
is known to be extremely rich in vitamin A potency,’ and 
it has been shown © that when visual purple, or rhodopsin, 
is acted on by light, a carotenoid yellow pigment (reti- 
nene) is formed, which, in turn, gives rise to vitamin A. 
In natural dark adaptation this process is reversed and 
rhodopsin is regenerated in the rods of the retina. In the 
course of the dissociation of rhodopsin, there is formed, in 
addition to the retinene, a protein called opsin. In recent 
reports ' successful experiments are described in which 
rhodopsin has been synthetized from opsin and high con- 
centrations of synthetic retinene; the resulting synthetic 
product was shown to be visual purple by physical and 
chemica! tests, although the efficiency of the in vitro re- 
action, does not approach that in the intact retina. 

Further studies ' of the circumstances attending the 
effect of light on rhodopsin have shown that the in vitro 
synthesis of this pigment can be accomplished when the 
retinene (vitamin A aldehyde) is prepared in the labora- 
tory from fish liver oils but not when crystalline vitamin 
A is the source of the retipene. This observation has led 
to the conclusion that some cis-isomer of vitamin A 
rather than the trans- form is essential for the reformation 
of retinene. It appears that the principal action of light 
on retinene is to isomerize it rather than to decompose it. 
By further analysis of the response of retinene to various 
wavelengths of light, the conclusion has been reached that 
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the retinene emerging from the bleaching of rhodopsin 
is a different isomer from that subsequently entering into 
the synthesis of the visual purple. 

It becomes of considerable interest to determine the 
nature of the chemical bond between the protein (opsin ) 
and the chromatophore (retinene) of the rhodopsin. In 
a recent report ° experimental observations are described 
that throw light on this point. Although the aldehyde 
group of the retinene might be expected to combine with 
the amino groups of the protein, evidence is established 
to show that the retinene combines with opsin through 
the sulfhydryl groups of the latter. To further prove this 
point, it was shown that, in the course of bleaching of 
rhodopsin, reactive sulfhydryl groups appear in the sys- 
tem. Although these circumstances indicate that the 
bleaching of visual purple by light is similar to the well- 
known denaturation of proteins, the changes in rhodopsin 
during bleaching suggest that the structure of visual pur- 
ple is more complex than reactions of the sulfhydryl 
group might indicate. 

Despite the newer observations that a definite spacial 
relationship in the atoms of vitamin A ts required for the 
synthesis of rhodopsin, the fact remains that the body 
has no other source of this indispensable factor than the 
food. The factor of safety lies in the fact that, when one 
isomer of vitamin A is fed, the liver soon contains a mix- 
ture of known isomers. 


VACATIONS AND DIARRHEA 


Each year, particularly in the summer and fall, phy- 
sicians must treat patients with serious diarrheal disease 
resulting from vacation trips. Study of this problem for 
many years ' shows there are three basic aspects, involv- 
ing the layman, the family physician, and public health 
officials. The family physician is the most important link 
between the patient and public health department. With- 
out him it would be impossible to carry out the epidemio- 
logical and bacteriological studies necessary for control. 
Since 1934 the Dysentery Registry has carried out edu- 
cational campaigns each summer for laymen. The film, 
“From Hand to Mouth,” has been in continuous use in 
schools, colleges, and hospitals both here and abroad 
since its first showing at the New York World’s Fair. 

Physicians have been alerted to the necessity for iso- 
lation and fecal cultures and recognition of new clinical 
forms of diarrheal disease. Public health agencies are 
now cognizant of the wide prevalance of infectious diar- 
rhea and are making vigorous efforts for their control, 
and yet, to those interested in this field of medicine, these 
diseases seem to continue unabated. However, the rea- 
sons appear to be quite obvious. The average layman 
takes his vacation with little or no thought to the hygienic 
or sanitary conditions he is to encounter or with a feeling 
of helplessness over their control; he may not have the 
protection of a well-organized city health department; 
boiling the drinking water does not solve ail the prob- 
lems of infectious diarrhea; and dirty eating utensils, in- 
fected foodhandlers, unsanitary privies, and fly preva- 
lence are very important but not $0 recognized by many 
travellers. Furthermore, the family physician sometimes 
is beset with the difficulty of differentiating the causes of 
the diarrhea without bacteriological help. He is often 
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troubled by the reluctance of the patient or family to have 
the case reported, to have feces cultured, or even to 
carry out simple isolation procedures. Health depart- 
ments are hampered by failure to report cases of diar- 
rheal diseases and by lack of personnel to inspect sum- 
mer hotels, camps, and restaurants. Many resort areas 
have seasonal overloads and water supplies and sewage 
disposal systems that may be adequate for the normal 
low population level become inadequate. 

The enormity of the problem may be ascertained from 
recent figures.’ In 1951, more than 72 million Americans 
took 25 million vacation trips, and it was estimated that 
the tourist pleasure industry involved an annual expendi- 
ture of 7 to 10 billion dollars. There are 42,800,000 pas- 
senger cars, and trailer coach manufacturers produced 
67,335 trailers in L951. In the same year the National 
Park System had 36,679,316 visitors. Today there are 
more than 30,000 motels and 15,000 hotels in the United 
States, all of which encourages Americans to travel. 

Modern advances in the control of diarrheal dis- 
orders have been due to a correlation of increased 
knowledge of the clinical, pathological, and bacterio- 
logical aspects. In the Shigella and Salmonella dis- 
eases carly and repeated sigmoidoscopic studies have 
revealed as much or more than examinations at nec- 
ropsy. For example, it has been demonstrated that 
patients with Shigella disease (bacillary dysentery) due 
to contact often have no clinical complaints yet have 
the characteristic one, two, or three stage pathological 
changes in the colon. The practical implication is that 
the feces of all persons who have had contact with Shi- 
gella disease must be cultured whether the persons have 
symptoms Or not. 

The diarrheal disease known as chronic ulcerative 
colitis remains one of the most difficult problems in medi- 
cine. Much of the literature appears to be controversial. 
There is no doubt, however, that in some instances the 
disease tollows acute bacillary dysentery,' as shown by 
serial sigmoidoscopic studies carried out in the same per- 
son from the initial acute specific phase to the fully de- 
veloped chronic form. Even a possibility of lessening the 
frequency of this one disease by preventing bacillary 
dysentery and other acute infectious diarrheas warrants 
caretul study of the control of diarrheal disorders. 


AMERICAN LEGION PHYSICIANS 


Members of the American Medical Association who 
are planning to attend the American Legion Convention 
in New York City are invited to visit the rooms that will 
be reserved for the Association at the Statler Hotel from 
Aug. 24 to 27. Several individuals from the headquarters 
staff will be present to receive A. M. A. members. 


5. Wald, G., and Brown, P. K.: The Role of Sulfhydryl! Groups in the 
Bleaching and Synthesis of Rhodopsin, J. Gen. Physiol. 85: 797, 1952. 

1, Felsen, J.: Bacillary Dysentery, Colitis and Enteritis, Philadelphia, 
W. B. Saunders Company, 1945, 

2. Permanent copies are in the Film Repository of the Wistar Insti- 
tute for approved films in anatomy and biology. The film is also available 
for loan without cost from The Dysentery Registry, The Bronx Hospital, 
New York, N. Y. 

3. Biemiller, C. L.: Our Wonderful Restlessness, Holiday 12: 46 Vluly) 
1952. 
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MEDICAL NEWS 


ALABAMA 


Diagnostic Poliomyelitis Screening.—Through its consulting 
committee, the Montgomery County Health Department is pre- 
pared to render community service in the event of a polio- 
myelitis epidemic. The committee is composed of pediatricians, 
pediatric surgeons, and an orthopedist appointed by the county 
health department each year to serve during the poliomyelitis 
season. Two physicians, including one member of the consultant 
group, are required to see each patient under observation. Con- 
sultant service is without charge, regardless of the patient's 
ability to pay. Confirmed poliomyelitis cases must be reported 
to the county health department; however, physicians are asked 
to report suspected cases so that the health department may be 
alerted for possible emergency care of such cases. Except in 
extreme cases with paralytic or bulbar involvement, hospitaliza- 
tion of poliomyelitis and suspect cases is discouraged. A physical 
therapist employed by the county health department and paid 
by poliomyelitis funds provides home care to patients in Mont- 
gomery County and seven adjacent counties. 


CONNECTICUT 
Clinical Congress at New Haven.—The Connecticut Clinical 
Congress of the Connecticut State Medical Society and the Yale 
University School of Medicine will be held at New Haven 
Hospital and the Yale School of Medicine, New Haven, Sept. 17 
and 18. Three sessions will be held simultaneously in three 
different meeting places, giving a broad selection of topics. 
Discussions on Wednesday include diabetic coma, arthritis, 
toxemias of pregnancy, gout, hyperthyroidism, arteriosclerosis, 
causes of sudden death, and new therapeutic agents in tuber- 
culosis and hypertension. At 3:30 p. m. there will be a pediatric 
seminar on “Abdominal Pain in Infancy and Childhood,” 
“Anemias in Childhood,” and “Renal Diseases in Children.” 
Other presentations will include “Progress Report on ACTH and 
Cortisone,” “Clinical Application of Radioactive Isotopes in 
Malignancy,” and “Indications for and Contraindications to 
Blood Transfusions.” Thursday sessions will be devoted to sur- 
gery, including acute head injuries, severe burns, fractures, car- 
cinoma of the breast and lung, and surgery of the hand, heart, 
and genitourinary, gastrointestinal, and biliary tracts. 
Registration for members of the society will be $3 and for 
nonmembers $4. Medical students, interns, and residents will be 
the guests of the congress, if properly certified. Inquiries should 
be addressed to Dr. Creighton Barker, Executive Secretary, 
Connecticut State Medical Society, 160 St. Ronan St., New 
Haven. 


DISTRICT OF COLUMBIA 


University News.—At the commencement of Georgetown Uni- 
versity, June 9, Rev. Paul A. McNally, S.J., Ph.D., dean of 
Georgetown’s School of Medicine and director of its Medical 
Center, received the degree of honorary doctor of science “in 
recognition of his administrative as well as scientific ability . . .” 


Hunter Award Established.—The Medical Society of the George 
Washington University, Washington, D. C., has established the 
Oscar B. Hunter Memorial Fund, in memory of the late eminent 
pathologist, who, at the time of his death, was vice-president of 
the American Medical Association. The trust fund will permit 
a cash award of $100 each year to the university's senior medical 
student of most notable scholarship in pathology. The first Oscar 
Benwood Hunter Award in Pathology was recently made at pre- 
commencement ceremonies to Allan Hugh Stewart of Mount 
Shasta City, Calif. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


ILLINOIS 

Fifty Year Club.—The Madison County Medical Society re- 
cently gave a dinner honoring Drs. Alfred E. Everett of Granite 
City and Mather Pfeiffenberger of Alton, at which they received 
the SO vear club insignia of the Illinois State Medical Society. Dr. 
Groves B. Smith, Godfrey, was the toastmaster, and Dr. Edwin 
S. Hamilton, Kankakee, a trustee of the American Medical 
Association, was the principal speaker. 


Mortality from Communicable Diseases.—A decline of about 
7% in mortality from the common communicable diseases was 
reported in Illinois in 1951. Of nine communicable infections, 
only three, measles, meningitis, and influenza, were responsible 
for higher mortality during the year. The number of deaths from 
measles increased from 8 in 1950 to 33 in 1951. Mortality from 
meningitis increased from 49 deaths in 1950 to 58 in 1951. 
Poliomyelitis deaths dropped from 130 in 1950 to 103 in 1951; 
syphilis from 558 to 490; tuberculosis from 2,215 to 1,890; 
pneumonia from 2,548 to 2,542; and whooping cough from 22 
to 15. A single death from diphtheria was reported for each of 
the last two years. 


Chicago 


Society News.—At the annual meeting of the Chicago Gyne- 
cological Society, June 20, Dr. Edward M. Dorr was elected 
president; Dr. Henry Buxbaum, president-elect; Dr. Robert M. 
Grier, Evanston, Ill., vice-president; Dr. Edwin J. DeCosta, 
secretary; Dr. Harry Boysen, treasurer; Dr. John R. Wolff, 
pathologist; and Dr. Janet E. Towne, editor. 


Medical Tour for Business Executives.—Research directed 
toward expansion of life expectancy for persons over 60 was 
recently demonstrated to Chicago businessmen at the University 
of Chicago under the sponsorship of 35 Chicago businessmen 
who form the university’s Council on Medical and Biological 
Research. Key projects in various stages of development, aimed 
at improving treatment of cancer, degenerative diseases, heart 
ailments, and high blood pressure, were observed in the labora- 
tories. 

Dr. Lowell T. Coggeshall, dean of the division of biological 
sciences of the university, stated that two hospitals, where re- 
search will be concentrated on diseases of the aged, were being 
completed in the university’s medical center at a cost of $4,500,- 
000. Other scientists who spoke during the tours included the 
following: Dr. Dwight E. Clark, “Hyperthyroidism”; Dr. 
Charles B. Huggins, “Adrenalectomy”; Dr. Cyrus E. Rubin. 
“Early Diagnosis of Gastrointestinal Cancer”; Dr. John R. 
Lindsay, “Causes of Deafness’; James R. Blayney, D.D.S., 
“Dental Research and Degenerative Diseases”; and Ward C. 
Halstead, Ph.D., “Psychological Effects of Brain Injuries and 
Differential Aging.” 


KANSAS 


Dr. Menninger’s Ninetieth Birthday.—Dr. Charles F. Menninger, 
founder of the Menninger Clinic and chairman of the Board of 
Trustees of the Menninger Foundation, observed his 90th birth- 
day on July 11 in Topeka. Dr. Menninger is a former president of 
the Shawnee County Medical Society and has served as president 
of the Topeka Board of Health. He recently presided at a meet- 
ing of the foundation’s board in Chicago. 


MASSACHUSETTS 

Dr. O'Hara Resigns as Dean.—Dr. Dwight O'Hara has resigned 
as dean of Tufts College Medical School, Boston, and will be- 
come chief of the professional services gt the Veterans Ad- 
ministration Clinics in Boston. He will, however, retain his 
position as professor of preventive and industrial medicine at 
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Tufts. Dr. O'Hara served as vice-dean from 1936 to 1941 and 
acting dean until 1945, when he was appointed dean of the 
medical school. He is a past president of the Massachusetts 
Medical Society. 


Personal.—Dr. William A. Hinton has retired as chief of the 
department of clinical laboratories of the Boston Dispensary 
after 36 years of service. He will continue to serve in a consult- 
ing capacity and will also retain his position as one of the 
directors in the Institute of Laboratories of the Massachusetts 
Department of Public Health. Dr. Mario Stefanini, associate 
research professor in medicine at Tufts College Medical School, 
Boston, has been appointed acting chief of the clinical labora- 
tories in the Boston Dispensary to succeed Dr. Hinton. Dr. 
Stefanini is affiliated with the New England Center Hospital and 
is associate director with Dr. William Dameshek of the blood 
bank and the hematology research laboratory. Dr. Alexander 
J. A. Campbell, clinical professor of surgery at Tufts College 
Medical School, Boston, has been awarded an honorary doctor 
of laws degree by his alma mater, St. Francis Xavier University, 
Antigonish, Nova Scotia. Dr. Maurice B. Strauss, clinical 
associate in medicine, Harvard Medical School, Boston, has been 
appointed professor of clinical medicine at the Boston University 
School of Medicine. 


MICHIGAN 


Services Donated to Children’s Camp.—Replying to a request 
from the Burns Attendance Center of the Detroit Public Schools, 
for free services of physicians to examine about 75 children 
recommended for the Free Press Fresh Air Camp, seven physi- 
cians recently donated their services. 


Dr. Eisman Retires——Dr. Clarence H. Eisman has retired as 
diagnostician for the Detroit Department of Health after 45 
years of service, during most of which he was also in private 
practice. Since 1947 he has been medical co-ordinator for the 
Michigan Crippled Children’s Commission. 


MINNESOTA 

State Association Honors Dr. Condit.—Dr. William H. Condit, 
Minneapolis, was given the Minnesota State Medical Associa- 
tion’s distinguished service award, at the recent annual banquet 
held in Minneapolis. The citation pointed out that “his has been 
an immeasurable contribution and an individual mark of proud 
achievement in Minnesota’s medical progress.” Dr. Condit has 
served the association for 30 years as councilor, first vice-presi- 
dent, and treasurer. 


MONTANA 


Surgeons to Meet in Billings —The Montana Chapter of the 
American College of Surgeons will hold its annual meeting Aug. 
23 at the Northern Hotel in Billings under the presidency of Dr. 
Raymond E. Benson, Billings. 
The following program will begin at 9 a. m.: 
Alfred M. Lueck, Livingston, Traumatic Surgical Emergencies in So- 
Called Minor Surgery. 
Sidney C. Pratt, Miles City, Multiple Myeloma. 
Neil M. Leitch, Kalispell, Patent Urachus. 
Roger Anderson, Seattle, Backache: Practical Methods of Diagnosis and 
Treatment, and Simple Methods of Treating Difficult Fractures. 
Charles W. MecLaughiin, Omaha, Emergency Abdominal Surgery in 
Infancy and Childhood, and The Management of Acute Intestinal 
Obstruction. 
Robert S. McCleery, Great Falls. Technic and Results of a Modified 
McVay Herniorrhaphy. 
Alexander C. Johnson, Great Falls, The Paroxysmal Disorders of the 
Cranial Nerves. 
At 7 p. m. there will be a reception, followed by a banquet for 
all members and guests. Rev. Father Norbert C. Hoff of Butte 
will present an address entitled “Tracks.” All Montana physicians 
are cordially invited to attend this conference. 


NEVADA 

State Medical and Surgical Meeting.—-The Nevada State Medical 
Association and the Reno Surgical Society will hold a joint an- 
nual meeting at the Riverside Hotel in Reno, Aug. 20-23. Dr. 
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J. Vernon Cantlon of Reno is president of the state association, 
and Dr. Kenneth F. MacLean is president of the surgical society. 
Guests of honor and their first presentations are as follows: 

Bernard J. Hanley, Los Angeles, Total Abdominal Hysterectomy for 

Benign Uterine Disease. 

Frederick A. Coller, Ann Arbor, Mich., Cancer of the Colon. 

Verne R. Mason, Los Angeles, Eosinophilia. 

Charles F. McCuskey, Los Angeles, Changing Concepts in Anesthesia. 

Richard P. Middleton, Salt Lake City, Management of Ureteral Calculi. 

Alton Ochsner, New Orleans, Early Diagnosis and Treatment of Cancet 

of the Stomach. 

Max Samter, Chicago, Has ACTH Changed Clinical Medicine? 

Philip D. Wilson, New York, Treatment of Low Back Pain and Sciatica. 
In addition to their lectures, the guest speakers will conduct 
informal discussions during the luncheon meetings. The Woman’s 
Auxiliary to the Nevada State Medical Association will hold its 
annual meeting Aug. 21-22. 


NEW JERSEY 


New Employee Dispensary.—RCA Victor recently dedicated a 
new $50,000 dispensary for employees of its Camden plant and 
Offices. The new dispensary is air-conditioned and has sound- 
proof ceilings. It is open 18 hours each workday, with a plant 
physician and five nurses in attendance. Treatment is provided 
in cases where illness or injury is incurred by employees in the 
performance of their duties. In cases of illness or injury not 
incurred in the line of duty, the dispensary gives emergency 
treatment if required and then refers patients to their own physi- 
cians or to hospitals. 


Harrison S. Martland Award.—The Essex County Pathological 
and Anatomical Society offers a prize of $250 under the annual 
Harrison S. Martland Award for the best unpublished paper on 
pathology or anatomy. The paper need not be based on original 
research but may be confined to a review and reinterpretation. 
The essayist will be known to the committee of judges by number 
only. Eligibility is limited to resident physicians and interns in 
the hospitals of New Jersey. Contributions must not exceed 5,000 
words. Five copies of each manuscript must be mailed not later 
than Oct. 15 to Dr. Murray W. Shulman, Newark City Hospital, 
Newark. 


NEW YORK 


Study of Convicted Sex Cffenders.—Dr. Bernard C. Glueck Jr., 
Ossining, has been appointed director of the state’s study of con- 
victed sex offenders, which has been under way for several years 
at Sing Sing Prison under the auspices of the New York State 
Psychiatric Institute. Dr. Glueck, who has been psychiatrist at 
Sing Sing since 1949, succeeds Dr. David Abrahamsen, who 
resigned. Dr. Glueck served in the Army Air Force in World 
War II as flight surgeon. 


Dr. Dellaporta to Head Eye Bank.—Dr. Angelos Deilaporta of 
the University Eye Clinic of Vienna has arrived in Buffalo to 
head the clinical and ophthalmologic research program of the 
Buffalo Eye Bank & Research Society, Inc., an organization 
founded by the Lions Clubs of Western New York, which re- 
ceives financial assistance from the Lions Blind Seal Committee, 
Lions Clubs, the general public, and the Community Chest. 

Dr. Dellaporta will also lecture in ophthalmology and teach 
laboratory methods and ophthalmologic and pathological re- 
search methods at the University of Buffalo School of Medicine, 
which cooperated with the Eye Bank in bringing him to America. 


New York City 

Community Health Control Grant.—Community Research Asso- 
ciates, Inc., has been awarded $550,000 by the Grant Founda- 
tion for continuation of basic scientific research to aid the control 
of health and welfare problems. The projects will involve pre- 
vention and control of serious consequences of chronic disease 
and disability, behavior and emotional disorders, and chronic in- 
digency and dependency. The first year will be devoted to selec- 
tion and negotiation with cities suitable for experimentation. It 
is planned that the other four years will see the establishment of 
simultaneous local projects, the working out of classifications 
and the control procedures, analysis of findings, and preparation 
of reports. 
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NORTH CAROLINA 

Postgraduate Symposium.— The New Hanover County Medical 
Society Symposium will be held in Lumina Ballroom, Wrights- 
ville Beach, Aug. 22. The speakers will include: 

H. Hudnall Ware Jr., professor of obstetrics, Medical College of Vir- 
vinia, Richmond. Toxemia of Pregnancy 

Virgil P. W. Svydenstricker, professor of medicine. Medical College of 
Georgia, Augusta, Collagen Diseases. 

Eugene P. Pendergrass, professor of radiology, University of Pennsyl- 
vania School of Medicine, Philadelphia, Cancer of the Lung with 
Comment Concerning Some of the Difficulties of Early Diagnosis. 

Joseph Stokes Jr.. professor of pediatrics, University of Pennsylvania 
School of Medicine, Philadelphia, Recent Studies in Certain Viral 
Diseases 

Robert L. Sanders, professor of surgery, University of Tennessee College 
of Medicine. Memphis, Surgical Lesions of the Colon. 

The meeting will include a social hour and barbecue dinner 

in the evening. 


TENNESSEE 

Aid for Polio Patients.—According to policies established by 
the Nashville Pediatric Society, only paralytic polio cases in the 
community are recommended tor hospital care. Hospitalization 
for patients with mild paralysis, however, is usually based on 
individual need. Suspect cases are referred to the diagnostic 
service of Vanderbilt University Hospital, which is the referral 
center for Nashville and the larger area including middle Ten- 
nessee, Southern Kentucky, and Northern Alabama. Any physi- 
cian may refer his patients to the diagnostic clinic for consulta- 
tion, blood counts. spinal fluid studies, and any other laboratory 
tests that are needed. A moderate fee is charged for the service. 
Patients who show no evidence of paralysis are referred back to 
their physicians for home care. 


TEXAS 

Postgraduate Conterences.— The Dallas Southern Clinical Soci- 
ety announces the following postgraduate conterences to be held 
in Room 433, Medical Arts Building: 


Sept. 8-11, Cardiology, Tinsley R. Harrison, Alabama, and Don W. 
Chapman, Houston. 

Sept. 29-Oct. 1, Pediatrics and Pediatric Dermatology, Gilbert B. Forbes, 
Dallas, and J. Lamar Callaway, Durham, N. C 

Nov. 3-5. Obstetrics-Gynecology, Albert W. Diddle, Knoxville, Tenn. 


GENERAL 

Society News.—At the annual mecting of the New England 
Society of Anesthesiologists held in Boston, May 13, the follow- 
ing officers were elected for 1952-1953: president, Dr. Henry K. 
Beecker, Boston: vice-president, Dr. Stevens J. Martin, Hartford, 
Conn.: and secretary-treasurer, Dr. Francis J. Audin, Boston. 


Maxillofacial Surgeons to Meet in San Diego.—The American 
Society of Maxillofacial Surgeons will hold its annual meeting 
in San Diego, Calif., Sept. 10-13, at the Hotel del Coronado, 
under the presidency of Dr. Reed O. Dingman, Ann Arbor, 
Mich. By invitation the following collaborators will hold a cleft 
palate symposium on Saturday from 10:30 a. m. to 12 noon. 


Herbert A. Ecker, Williamsport, Pa... Management of Premaxilla and 
Prolabium in Cleft Palate Patients. 

Monroe K. Ruch, Los Angeles, Experiences with the Pharyngeal Flap 
Operation 

Benjamin F. Edwards, Santa Monica, Calif., Evaluation of Cieft Palate 
Surgery 


Other speakers by invitation include: 


Thomas Giannini. San Diego, Calif., Total Nasal Reconstruction 

Michel Dechaume. Paris, France, Myeloplaxes Tumors of Maxillary 
Bones 

Clarence E. Rees and Maurice J. Brown, San Diego, Calif... Thyro- 
giossal Duct Cysts 

Clyde Litton, Charleston, W. Va., Intantile Cortical Hyperostosis. 

Harold |. Harris, Los Angeles, Congenital Unilateral Absence of the 
Ramus of the Mandible with Suggested Treatment in Young Children 

Alfred A. deLorimier, San Francisco, Arthropathies in the Temporo- 
mandibular Joint 

William S. Kiskadden and Sanford R. Dietrich, Los Angeles, and Clif- 
ford Barber. Glendale, Calif., Preliminary Review of Treatment of 
Micrognathia 

Paul A. Shea, San Diego, Calif., Electromyograph as an Aid in Diag- 
nosis and Treatment of Maxillofacial Disease 

David M. Mayer and Wilson A, Swanker, New York. Use of Gelatinous 
Bone in Facial Defects. : 
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American Society of Human Genetics.—The annual meeting of 
this society will be held September 8-10 in Martha Van Rens- 
selaer Hall, Cornell University, Ithaca, N. Y., under the presi- 
dency of Dr. Franz J. Kallmann of New York. On Monday 
afternoon there will be a symposium on “The Genetics of 
Various Constitutional Defects.” On Tuesday afternoon a sym- 
posium will deal with “Light from Animal Experimentation on 
Human Heredity.” Wednesday morning there will be a sym- 
posium on “Counselling Clinics in Human Heredity” and at 11 
o'clock a symposium on “Nomenclature in Human Genetics.” 
Wednesday afternoon is left unscheduled so that members may 
Visit laboratories on the campus or attend the symposium on 
biochemical evolution sponsored by the Society for the Study of 
Evolution and the American Society of Naturalists. 

The annual dinner will be held at 6:15 p. m. in the Terrace 
Room of the Willard Straight Hotel, at which time the presi- 
dential address on “Human Genetics as a Science, as a Profes- 
sion, and as a Social-Minded Trend of Orientation” will be 
delivered. Since only 100 persons can be admitted, early reserva- 
tions may be made through the office of the New York State 
Psychiatric Institute, 722 W. 168th St., New York 32, before 
Sept. 3 or may be purchased at the registration desk before noon 
Sept. & 


Prevalence of Poliomyelitis.— According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


July 26, July 14, July 2s, 
1952 105”? 1051 
New England States 
Middle Atlantic State- 
East North Central States 
Michigun.. 4 7 Mi aS 
West North Central States 
Nebraska. eee 7 s 
Kunses..... 4 33 
South Atlantic States 
Delawuare..... 3 3 
South Carolina....... 8 
East South Central States 
Alabatnua. Ww 4] 
West South Central States 
Mountain Stutes 
fontanua : 
Utah.... 6 4 13 
Pacifie States 
Territories and Posseesions 
1 
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Congress on History of Medicine.— The Congress of the Inter- 
national Society for the History of Medicine will convene at 
Nice, Cannes, and Monaco, Sept. 8-14. The program includes 
discussion of the precursors, medical relations between the West 
and the Orient, from empiricism to experimental medicine in 
the Mediterranean Basin, influence of the schools of Salerno and 
Montpellier, medical iconography in the |6th century, efforts 
made in various countries in favor of the teaching of the history 
of medicine, and the Jean Cantacuzene Commission on medical 
folklore: prehistoric elements in medical folklore. 


Congress on Medical Records.— The First International Congress 
on Medical Records will be held in London, Sept. 8-12. Sir John 
Charles, M.D., F.R.C.P., chief medical officer of the Ministry 
of Health, will deliver the address of welcome. On Tuesday 
Dr. P. McKinlay, F.R.S., medical statistician, department of 
health for Scotland, will speak on “Measurement of Morbidity.” 
Friday morning will be devoted to a symposium on “Reporting 
Systems.” Dr. William P. D. Logan, D.P.H., chief medical 
Statistician, general register office, will open the discussion with 
a presentation on “Cancer Records.” Other speakers will talk 
on records concerned with mental health, tuberculosis, and public 
health; general practitioners’ records: and discharge studies. 


International Congress of Neuropathology.—The First Inter- 
national Congress of Neuropathology will be held in Rome, 
Italy, Sept. 8-13, under the presidency of Dr. Mario Gozzano, 
professor of neurology and psychiatry at the University of Rome. 

Topics for discussion will include the histopathology of 
demyelinating diseases, cerebral vascular disease, schizophrenia, 
mental deficiencies, and senility. Physicians from the United 
States who are scheduled to present papers are Drs. Joseph H. 
Globus, New York; Jost J. Michelsen, Boston; Karl T. Neu- 
buerger, Denver: W. L. Bruetsch, Indianapolis; Clemens E. 
Benda, Arlington, Mass.; and George A. Jervis, Thiells, N. Y. 
Dr. George B. Hassin, Chicago, is an honorary president of 
the congress. 


MEETINGS 


AMERICAN MEpIcCAL ASSOCIATION PUBLIC RELATIONS INSTITUTE, Edgewater 
Beach Hotel, Chicago, Sept. 4-5. Mr. Leo E. Brown, $38 N. Dearborn 
St., Chicago 10, Director. 


ALASKA TERRITORIAL Mepicat AssociaTiON, Anchorage, Aug. 21-23. Dr. 
William P. Blanton, P. O. Box 2569, Juneau. Secretary. 

AMERICAN ACADEMY FOR CEREBRAL Patsy, Durham, N. C., Oct. 2-4. 
Dr. Meyer A. Perlstein, 4743 North Drake Ave., Chicago 25, Secretary. 

AMERICAN ASSOCIATION OF BLOOD BANKS, Hotel Schroeder, Milwaukee, 
Oct. 9-11. Miss Marjorie Saunders, 3500 Gaston Avenue, Dallas 1, 
Texas, Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SURGEONS, The Homestead, Hot Springs, Va., Sept. 4-6. Dr. William F. 
Mengert, 2211 Oak Lawn Ave.. Dallas. Texas, Secretary. 

AMERICAN COLLEGE OF SURGEONS,Waldorf-Astoria, New York, Sept. 22-26. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE, Roosevelt Hotel, New York, 
Aug. 25-29. Dr. Frances Baker, One Tilton Ave., San Mateo, Calif., 
Secretary. 

AMERICAN Hospital ASSOCIATION, Philadelphia, Sept. 15-18. Mr. George 
Bugbee, 18 East Division St., Chicago 10, Executive Director 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Jefferson Hotel, St. Louis, 
Oct. 1. Dr. Harold Swanberg, S10 Maine St., Quincy, Ill., Secretary. 

AMERICAN PHYSIOLOGICAL Sockiy, New Orleans, Sept. 4-6. Dr. E. F. 
Adolph, University of Rochester School of Medicine and Dentistry, 
Rochester, N. Y., Secretary. 

AMERICAN ROENIGEN Society, Shamrock Hotel, Houston, Texas, 
Sept. 23-26. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Hotel del Coronado, San 
Diego, Calif., Sept. 10-13. Dr. Casper M. Epsteen, 25 East Washington 
St., Chicago 2, Secretary. 

ANNUAL GULF COAST REGIONAL CONFERENCE ON INDUSTRIAL HEALTH. Rice 
Hotel, Houston, Tex., Sept. 24-27. Dr. W. H. Hamrick, P. O. Box 2371, 
Houston, Tex., Chairman, 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Hotel New Yorker, New York, 
Sept. 10-12. Mr. Lloyd E. Varden, Pavelle Color, Inc., 533 W. S7th St., 
New York 19, Secretary. 

CoLorapo STATE MEDICAL Society, Stanley Hotel, Estes Park, Sept. 9-12. 
Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Executive 

Secretary. 
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CONSTANIINIAN Society, Lake Placid Club, Lake Placid, N. Y., Oct. 1-4, 
Dr. C. F. Shook. P. O. Box 1025-36, Toledo 1, Ohio, Secretary. 

Detaware, MepbicaL Society oF, Rehoboth, Sept. 8-10. Dr. Andrew M. 
Gehret, 822 North American Bldg., Wilmington, Secretary. 

District OF COLUMBIA, MEDICAL SocrETY OF THE, Hotel Statler, Washing- 
ton, Sept. 29-Oct. 1. Mr. Theodore Wiprud, 1718 M St. N.W., Wash- 
ington, Secretary. 

Kansas City SouTHWEST CLINICAL SocteTY, Kansas City, Mo.. Oct. 6-9 
Dr. Galen M. Tice, 630 Shukert Bldg., Kansas City, Kansas, Secretary. 

KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville. Oct, 7-9. 
Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 

MICHIGAN STATE Mepicat Society, Book-Cadillac Hotel, Detroit. Sept. 
24-26. Dr. L. Fernald Foster. 606 Townsend St., Lansing 15, Secretary. 

Mississippl VALLEY Mepicat Society, Jefferson Hotel, St. Louis, Oct. 1-3. 
Dr. Harold Swanberg, 510 Maine St., Quincy, Hll.. Secretary. 

MONTANA MEDICAL ASSOCIATION, Florence Hotel, Missoula, Sept. 18-21. 
Mr. L. R. Hegland, 104 North Broadway, Billings, Executive Secretary. 

NEUROSURGICAL SOCIETY OF AMERICA, The Cloister, Sea Island, Ga., Sept. 
18-20, Dr. C. D. Hawkes, 22 North Manassas St.. Memphis §, Tenn., 
Secretary. 

NEVADA STATE MEbicAL Association, Reno, Aug. 21-23. Dr William A. 
O'Brien III, 505 Chestnut St.. Reno, Secretary. 

New HaAMpsHirReE Mepicat Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 7-9. Dr. Deering G. Smith, 44 Chester St... Nashua, 
Secretary. 

NortH Paciric Peptairi Society, Challenger Inn, Sun Valley. Idaho, 
Sept. 19-20. Dr. S. Gorham Babson, 1107 S.\W. 13th Ave., Portland 5, 
Ore., Secretary. 

Pactkic SOCIETY OF INTERNAL MEDICINE, Sun Valley, Idaho, Sept. 
19-20. Dr. Robert L. King. 1115 Terry Ave., Seattle 1, Wash., Secretary. 

NorkTH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Texas, Sept. 17. Dr. E. Aubrey Cox, Hamilton Bldg., Wichita 
Falls, Texas, Chairman. 

OREGON State Mepicat Socibiy, Portland, Oct. &-11. Dr. Robert F. 
Miller, 833 S.W. ith Ave., Portland §, Secretary. 

PactFic DERMATOLOGIC ASSOCIATION, Palace Hotel, San Francisco, Aug. 
29-30. Dr. Ervin H. Epstein, 447 29th St., Oakland. Calif., Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford Hotel, 
Philadelphia, Sept. 28-Oct. 2. Dr. Walter F. Donaldson, 500 Penn Ave.. 
Pittsburgh 22, Secretary. 

PieDMoNT Society, Savannah Beach, Ga., Aug. 23. Dr. B. 
Richard Jackson, 224 Hillsboro St., Raleigh, N. C., Secretary. 

RENO SURGICAL SOCIETY CONFERENCE, Reno, Nevada, Aug. 21-23. Dr. 
Olin C, Moulton, 130 N. Virginia St., Reno, Nevada, Chairman. 

Tri-State Mepicat Society Or TEXAS, LOUISIANA AND ARKANSAS, Tex- 
arkana, Texas, Oct. 2-3. Dr. Albert M. Hand, 619 Main St., Texarkana, 
Texas, Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Conrad Hilton 
Hotel, Chicago, Sept. 2-5. Dr. Arnold S. Jackson, 1516 Lake Shore 
Drive, Chicago, Executive Secretary. 

Utan State Mepicat Association, Salt Lake City, Sept. 4-6. Dr. T. C. 
Weegeland, 42 S. Fifth East St., Salt Lake City, Secretary. 

VeRMONT STATE MepicaLt Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Sept. 7-9. Dr. James P. Hammond, 128 Merchants Row, Rutland, 
Secretary. 

ViRGINIA, MEDICAL Society oF, Jefferson Hotel, Richmond, Sept. 28-Oct. 1. 
Mr. Robert L. Howard, 1105 West Franklin St., Richmond, Executive 
Secretary. 

WASHINGTON State Mepicat Association, Olympic Hotel, Seattle. Sept. 
13-17. Dr. Bruce Zimmerman, 338 White-Henry-Stuart Bldg., Seattle, 
Secretary. 

WISCONSIN, STATE Mepicat Society oF, Hotel Schroeder, Milwaukee, 
Oct. 6-8. Mr. Charles H. Crownhart, 704 EF. Gorham St... Madison, 
Secretary. 


INTERNATIONAL 

AERO MEDICAL ASSOCIATION INTERIM MEETLING, Paris, France, Sept. 26-28. 
Dr. Armand Robert, 2 Rue Marbeuf. Paris 8e, France. Secretary. 

AMERICAN CONGRESS OF INDUSTRIAL MEDICINE, Rio de Janeiro, Brazil, 
Sept. 20-28. Prof. Dr. Jose Pedro Reggi, Calle Arenales No. 981 Buenos 
Aires, Argentina, Director General, . 

AUSTRALASIAN MEeEpicaL CONGRESS, Melbourne Victoria. Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, General Secretary. 

CONGRESS OF INTERNATIONAL INSTITUTE OF EMBRYOLOGY, University of 
Utrecht, Zoological Laboratory, Utrecht, Netherlands, Aug. 27-31. Dr. 
M. W. Woerdeman, Amsterdam, Holland, President. 

EUROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, En !and, Secretary. 

EUROPEAN SOCIET’ OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4, Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

JNIERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF PUBLIC HEALTH, Havana, Cuba. Sept. 26- 
Oct. 1. Pan-American Sanitary Bureau, 2001 Connecticut Ave., Wash- 
ington, D. C. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-8. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 
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INTERNATIONAL CONGRESS OF ANTHROPOLOGY AND ETHNOLOGY, Vienna, 
Austria, Sept. 1-8. For information write: Secretaries, Royal Anthro- 
pological Institute, 52 Upper Bedford Place, London, W.C.1, England. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Rio de Janeiro, 
Brazil, Aug. 24-30. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 
11, Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF THE History OF MEDICINE, Nice-Cannes, 
France, and Monaco, Sept. 8-14. Dr. F. A. Sondervorst, 124 Avenue 
des Allies, Louvain, Belgium, Secretary-General. 

INTERNATIONAL CONGRESS ON HyDATID DisFase, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends Mouse, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS OF MepIcAL Press, Venice, Italy, Oct. 4-5. Dr 
Bruno de Biasio, $8. Marco 4646, Venice, Italy, Secretary. 

INTERNATIONAL CONGRESS ON Mepicat Recorpbs, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 
man. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte- 
video, Uruguay, March 1-7, 1953. Dirreccion General del Servico de 
Sanitad Militar, 8 de Octubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A,, 
Secretary General. 

INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
lands, June 8-15, 1953. Dr. W. H. Struben, J. J. Viottastraat 1, 
Amsterdam, Netherlands, Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark. July 
19-25, 1953. Professor Flemming Norgaard, 10 Oster Voldgade, Copen- 
hagen K., Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF THERAPEUTICS, Madrid, Spain, Oct. 16-18. 
Professor Armijo, Instituto de Farmacologia, Cuidad Universitaria, 
Madrid, Spain, Secretary. 

INTERNATIONAL CONGRESS OF UROLOGY, The Waldorf-Astoria, New York, 
N. Y., U. S. A., Sept. 15-18. Dr. John A. Taylor, 2 East 54th St., New 
York, N. Y., U. S. A., Secretary-General. 

INTERNATIONAL HospitaAL CONGRESS, London, England, May 25-30, 1953. 
Capt. J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 

INTERNATIONAL STUDY CONFERENCE ON CHILD WELFARE, Bombay, India, 
Dec. 5-12. For information write: All India Save the Children Com- 
mittee, § Carmichael Road, Bombay, India. 

INTERNATIONAL UNION AGAINST TUBERCULOSIS, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Bivd. St. Michel, Paris 6e, France, 
Secretary-General. 

MepicaL WOMEN'S INTERNATIONAL ASSOCIATION, Vichy, France, Sept. 
12-16. Dr. Margaret M. Wurts, 27 East Wellesley Road, Montclair, 
N. J., U. S. A., National Secretary. 

NEURORADIOLOGICAL SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16, 1953, Secretaria del Congress, 763 Uriburu, Buenos Aires, 
Argentine. 

Wortp CoNnGress OF Mepicine, Montecatini, Italy, Oct. 16-18. Secre- 
tariat: Corso Trieste, 65, Rome, Italy. 

Worip FEDERATION OF MENTAL HEALTH, Brussels, Belgium, Aug. 25: 
Sept. 1. Dr. J. R. Rees, 19 Manchester St., London, W.1, England, 
Secretary. 

Worip Mepicat Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 23-25. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery. 

ALASKA:* Examination, Juneau. On application in other towns where 
there are board members. Reciprocity. On application. Sec., Dr. W. M. 
Whitehead, Box 140, Juneau. 

ARKANSAS.* Examination. Litthe Rock, Nov. 6-7. Sec., Dr. Joe Verser, 
Harrisburg. * 


CALiPoRNiA: Written. Los Angeles, Aug. 18-21; Sacramento, Oct. 20-23. 
Application must‘ be received at least two weeks prior to date of 
examination, Oral for Reciprocity Applicants. Los Angeles, Aug. 16; 
San Francisco, Nov. 8. Applicants are requested not to arrange to come 
to an oralk examination until they receive notice from the Credentials 
Committee: Oral and Clinical for Foreign Medical School Graduates. 
Los Angeles, Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. 

Scatena, 1020 N St., Sacramento. 


« 


J.A.M.A., Aug. 16, 1952 


CoLorapo:* Reciprocity. Denver, Oct. 14. Exec. Sec., Mrs. B. H. Hudgens, 
831 Republic Bidg., Denver 

District oF CoLumBia:* Reciprocity. Washington, Sept. 8. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Fioripa:* Examination, Jacksonville, Nov. 23-25. Sec., Dr. Homer L. 
Pearson, 701 Dupont Bldg., Miami 32. 

GEORGIA: Reciprocity. Atlanta, Oct. 14-15. Sec., Mr. R. C. Coleman, 111 
State Capitol, Atlanta 3. 

GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
Agana. 

ILLINots: Examination. Chicago, Sept. 23-25. Supt. of Regis., Mr. Charles 
F. Kervin, Capitol Bldg., Springfield. 

KANSAS: Topeka, Dec. 10-11. Sec., Dr. O. W. Davidson, 864 New Brother- 
hood Bidg., Kansas City. 

MARYLAND: Examination. Baltimore, Dec. 9-12. Sec., Dr. Lewis P. Gundry, 
1215 Cathedral St., Baltimore 1. 

MICHIGAN:* Examination. Lansing, Oct. 8-10. Sec., Dr. J. Earl Mcintyre, 
202-4 Hollister Bldg., Lansing. 

MINNESOTA:* Minneapolis, Oct. 21-23. Sec., Dr. J. F. Du Bois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. N. Whit- 
field, State Board of Health, Jackson 113. 

Montana: Helena, Oct, 6-8. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

NEBRASKA:* Examination. Omaha, June 1953. Director, Mr. Husted K, 
Watson, Room 1009 State Capitol Bldg., Lincoln 9 

New HAMPSHIRE: * saategies Sept. 10. Sec., Dr. John S. Wheeler, 107 State 
House, Concor 

NEw JERSEY: = Trenton, Oct. 21-24. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

NortH CaroO.ina: Reciprocity. Durham, Oct. 13. Sec., Dr. Joseph J. 
Combs, 419 Professional Bldg., Raleigh. 

On10: Reciprocity. Columbus, Oct. 7. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus. 

SOUTH CAROLINA: Reciprocity. —— Sept. 3. Sec., Mr. N. B. Hey- 
ward, 1329 Blanding St., Colum 

TENNESSEE:* Examination. Pocono ‘Oct. 1-2. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

VirGINIA: Examination. Richmond, Dec. 11-13. Reciprocity. Richmond, 
Dec. 10. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke, Va. 

West VirGiInia: Charleston, Oct. 13-14. Sec., Dr. N. H. Dyer, State 
Office Bldg 23, Charleston 5. 

WyrominG: Cheyenne, Oct. 6. Sec., Dr. Franklin D. Yoder, State Office 
Bidg., Cheyenne. 

VIRGIN ISLANDS: Examination. St. Thomas, Nov. 12-13. Sec., Dr. Earle M. 
Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Examination. On application, Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 

ARIZONA: Examination. Tucson, Sept. 16. Sec., Mr. Herbert D. Rhodes, 
Room 423, Liberal Arts Bidg., University of Arizona, Tucson. 

ARKANSAS: Examination, Little Rock, Oct. 1-2. Sec., Mr. Louis E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 

CoLorapo: Examination. Denver, Sept. 10-11. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: New Haven, Oct. 11. Address: State Board of Healing Arts, 
110 Whitney Ave., New Haven 10, 

District oF CoLtumMBia: Examination, Washington, Oct. 20-21. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Fiorips: Examination. Gainesville, Oct. 25. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

MICHIGAN: Examination. Detroit and Ann Arbor, Oct. 10-11. Sec., Mrs. 
Anne Baker, 423 W. Michigan Ave., Lansing. 

MINNESOTA: Examination. Minneapolis, Oct. 7-8. Sec., Mr. Raymond N. 
Bieter, 10S Millard Hall, University of Minnesota, Minneapoiis. 

NEBRASKA: Examination. Omaha, Oct. 7-8. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, 1009 State Capitol Blidg., Lincoln. 

New Mexico: Examination. Santa Fe, Sept. 21. Sec., Mrs. Marguerite 
Cantrell, Box 1592, Santa Fe. 

OKLAHOMA: Examination, Oklahoma City, Sept. 13. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OreEGON: Examination. Portland, Sept. 6 and Dec. 6. Sec., Dr. Charles 
D. Byrne, State Board of Higher Education, University of Oregon, 
Eugene. 

SoutH Dakota: Examination. Vermillion, Dec. 5-6. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. _—— Sept. 24-25. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphi 


Texas: Examination. Austin, October. Sec., Brother Raphael Wilson, 407 
Perry-Brooks Bldg., Austin. 

WISCONSIN: Examination. Madison, Sept. 13, Milwaukee, Dec. 6. Sec., Mr. 
W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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DEATHS 


Greene, Edgar Hill ® Atlanta, Ga.; born in Shellman, Ga., Jan. 
22, 1889; Emory University School of Medicine, Atlanta, 1915; 
assistant professor of clinical gynecology at his alma mater; past 
president of the Medical Association of Georgia; past president 
and, from 1932 to 1939, a member of the board of trustees of 
the Fulton County Medical Society; one of the founders of the 
Southeastern Surgical Congress; member of the Southern Medi- 
cal Association; fellow of the American College of Surgeons; for 
many years president of the Atlanta Graduate Chapter of Phi 
Delta Theta; member and past president of the state board of 
medical examiners; served in France with the American Expedi- 
tionary Forces during World War I, for which service he was 
decorated by the French government; a major in the Medical 
Officers Reserve Corps and the Georgia National Guard; retired 
from the service as a lieutenant colonel; as chairman of the 
American Preparedness Committee of the Medical Association 
of Georgia in 1940 headed the procurement and assignment 
service for physicians, dentists, and veterinarians, and later chair- 
man of a similar committee for the Fourth Service Command; 
for his service was granted a presidential citation; for many 
years a trustee of the Good Samaritan Clinic; on the staffs of 
the Crawford W. Long, Grady Memorial, Emory University, 
Georgia Baptist, St. Joseph’s, and Piedmont hospitals; died May 
30, aged 63, of carcinomatosis. 


Ringer, Paul Henry ® New York; born in New York Nov. 6, 
1881; Columbia University College of Physicians and Surgeons, 
New York, 1904; past president, vice-president and secretary of 
the Buncombe County (N. C.) Medical Society; past president of 
the Medical Society of the State of North Carolina, Southern 
Tuberculosis Conference, and the Southern Medical Association; 
formerly vice-president of the National Tuberculosis Association; 
member of the American College of Chest Physicians and past 
president of its Southern chapter, American Trudeau Society, 
Medical Society of the State of North Carolina, and the Ameri- 
can Clinical and Climatological Association; fellow of the 
American College of Physicians; past president of the North 
Carolina State Board of Medical Examiners: specialist certified 
by the American Board of Internal Medicine; served overseas 
during World War 1; formerly practiced in Asheville, N. C., 
where he was affiliated with the Mission Hospital; author of 
“Clinical Medicine for Nurses”; served on the editorial board of 
the North Carolina Medical Journal, and was its chairman from 
1944 to 1950; died May 9, aged 71. 


Lavan, John Leonard # Eloise, Mich.; born in Grand Rapids, 
Mich., Oct. 28, 1890; University of Michigan Department of 
Medicine and Surgery, Ann Arbor, 1914; formerly major league 
baseball player; an officer in the Navy during World Wars I 
and Il; formerly secretary and member of the advisory council 
of the Michigan Department of Health, and vice-president of the 
Michigan Public Health Association; at one time epidemiologist 
with the Kansas City, Mo., health department; served as health 
commissioner of Toledo and director of health service in Toledo 
schools, district health officer for the New York City Health 
Department, director of the department of public health and 
welfare of Kalamazoo, and commissioner of public health of 
Grand Rapids; formerly director of scientific research for the 
National Foundation for Infantile Paralysis; director of social 
hygiene for the Wayne County Health Department; died in 
Harper Hospital, Detroit, May 29, aged 61. 

Scobee, Richard Gordon * St. Louis; born in Sherman, Texas, 
Nov. 23, 1914; University of Texas School of Medicine, Gal- 
veston, 1939; assistant professor of ophthalmology at Washing- 
ton University School of Medicine; member of the American 
Academy of Ophthalmology and Otolaryngology and the Associ- 
ation for Research of Ophthalmology; fellow of the American 
College of Surgeons; specialist certified by the American Board 
of Ophthalmology; member of the Advisory Committee on 


@ Indicates Member of the American Medical Association. ~- 


Ophthalmic Devices, Council on Physical Medicine and Re- 
habilitation, American Medical Association; affiliated with St. 
Louis City, Barnes, Washington University, and St. Louis 
Children’s hospitals; consulting ophthalmologist, Percy Jones 
General Hospital in Battle Creek, Mich.; served during World 
War II; died June 22, aged 37. 


Williamson, Carl Sneed ® Arroyo Grande, Calif.; born in Hunts- 
dale, Mo., Dec. 11, 1896; University of Pennsylvania School of 
Medicine, Philadelphia, 1920; formerly professor of surgery at 
University of Arkansas School of Medicine, Little Rock; spe- 
cialist certified by the American Board of Surgery; member of 
the Western Surgical Association and the Alumni Association 
of the Mayo Foundation; fellow of the American College of 
Surgeons; at one time fellow in surgery at Mayo Foundation in 
Rochester, Minn.; served during World War II; formerly affili- 
ated with Atchison, Topeka and Santa Fe Railway Hospital and 
Veterans Administration Hospital in Albuquerque, N. M.; died 
June 2, aged 5S. 


Thomas, Harry George # Pawling, N. Y.; born in Hollansburg, 
Ohio, May 30, 1869; Medical Department of Omaha University, 
1896; served overseas with the American Expeditionary Forces 
during World War I; civilian surgeon at the Navy’s New Jersey 
munitions depot during World War II; at one time held a teach- 
ing post at the American University at Beirut in Syria; for many 
years practiced in Asbury Park, N. J., where he was member 
and president of the board of education; father of Lowell 


, homas, well-known author and radio news commentator: died 


in New York May 6, aged 82, of fracture of the hip following 
a fall, 


Kice, Luther Holden © Garden City, N. Y.; Jefferson Medical 
College of Philadelphia, 1908; an officer in the medical corps of 
the regular army; served during World War I; formerly medical 
examiner for the Civil Aeronautics Administration; member of 
the Anierican Academy of Dermatology and Syphilology; a 
charter member of the Aero Medical Association; affiliated with 
Nassau Hospital in Mineola, Central Islip (N. Y.) State Hospital, 
Meadowbrook Hospital in Hempstead, and Mercy Hospital in 
Rockville Centre; died May 31, aged 67, of cardiac decompensa- 
tion and cerebral vascular accident. 


Adler, Henry I., Chicago; Maryland Medical College, Baltimore, 
1904; found dead May 24, aged 72. 


Allen, Leroy Kimble ® Roseville, Mich.; Detroit College of 
Medicine and Surgery, 1921; health officer of the village of 
Roseville; on the staff of the Saratoga General Hospital in 
Detroit, where he died May 21, aged 64, of pneumothorax. 


Allen, William Gray # Evanston, Ill.; Northwestern University 
Medical School, Chicago, 1896; an Associate Fellow of the 
American Medical Association; at one time professor of anatomy 
at Chicago College of Medicine and Surgery; formerly affiliated 
with Illinois Masonic and Henrotin hospitals in Chicago and 
St. Francis Hospital; died June 20, aged 78, of Hodgkin’s disease. 
Angle, George Burton, Waymart, Pa.; Jefferson Medical College 
of Philadelphia, 1901; at one time a member of the bureau of 
health of the Philippine Islands; formerly on the faculty of his 
alma mater; formerly affiliated with Fairview State Hospital; died 
in the Wayne County Memorial Hospital in Honesdale May 27, 
aged 80. 

Archambeau, Lester Milward, Farmville, Va.; Howard Univer- 
sity College of Medicine, Washington, D. C., 1931; died March 
16, aged 49. 


Atkinson, Bolling Jones, Emporia, Va.; Medical College of 
Virginia, Richmond, 1923; died April 15, aged 52, of coronary 
thrombosis. 

Ayers, Willis Thereau, Columbus, Ga.; Meharry ,Medical 
College, Nashville, Tenn., 1920; affiliated with City’ Hospital; 
died May 1, aged 62, of hypertension and cardiovascular disease. 
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Barnett, Abner Jones # Jackson, Miss.: University of Tennessee 
College of Medicine, Memphis, 1917: affillated with Veterans 
Administration Hospital; died June 22, aged 60, of heart disease. 


Beard, Robert Samuel, Huntsville, Ala: Meharry Medical 
College, Nashville, Tenn., 1922; died March 1, aged 70, of 
coronary occlusion. 


Berry, Gilbert LeRoy * Lawton, Okla.: State University of lowa 
College of Medicine, lowa City, 1923; served during World Wat 
I; affiliated with Southwestern Clinic Hospital: dicd May 27, 
aged 59, of coronary occlusion. 


Black, Vinton Green, Noblesville, Ind.: Physio-Medical College 
of Indiana. Indianapolis, 1909: served during World War I: died 
May 28, aged 77. 


Bohm, John Ernst, San Francisco: Cooper Medical College, San 
Francisco, 1912: affiliated with Southern Pacific and St. Francis 
hospitals: died May 9, aged 65, of carcinomatosis. 


Burbank, Lester Warren * Cabot. Vt.. University of Vermont 
College of Medicine, Burlington, 1896: past president of the 
Vermont State Medical Society: died March 11, aged 8&5, of car- 
cinoma of the stomach. 


Burke, Matt Otey * Richmond. Va.: Medical Department of 
Tulane University of Louisiana, New Orleans, 1891; Associate 
Fellow of the American Medical Association: died April 23, 
aged 85, of coronary occlusion. 


Burton, Claude Naylor Asheville, N. C.; University ot Cinein- 
nati College of Medicine, 1937; member of the South Atlantic 
Association of Obstetricians and Gynecologists: affilated with 
St. Joseph's Hospital and the Memorial Mission Hospital, where 
he died April 21. aged 44, of cerebral hemorrhage. 


Campbell, Leo Kempf *# Chicago: Rush Medical College, Chi- 
cago, 1927: clinical professor of medicine (Rush), University of 
illinois College of Medicine: affiliated with Presbyterian Hos- 
pital. where he died June 13, aged 52, of heart disease. 


Cooney, Thomas Edwin * New Preston, Conn., Long Island 
College Hospital, Brooklyn, 1913; member of the Medical Soci- 
ety of the State of New York; died in Rocky Hill March 28, 
aged 60. of cerebral abscesses following infection of cerebral 
infarcts. 


Coughlin, John Francis * San Marino, Calif.: Baltimore Medical 
College, 1908: fellow of the American College of Surgeons: 
member of the Idaho State Medical Association; tor many years 
practiced in Twin Falls, Idaho, where he was affiliated with Twin 
Falls County General Hospital; died in St. Luke's Hospital, 
Pasadena, June 11, aged 68. of myocardial infarction. 


Cramp, George Walter * Brooklyn: Long Island College Hos- 
pital, Brooklyn, 1923; specialist certified by the American Board 
of Radiology: member of the Radiological Society of North 
America and the Americen College of Radiology; fellow of the 
American College of Physicians; served during World War Il: 
formerly on the staff of the Methodist Hospital and consulting 
roentgenologist, St. Luke's Hospital; Newburgh; died May 20, 
aged 56. 


Dames, Alphonse Ferdinand, St. louis: Washington University 
School of Medicine, St. Louis, 1906; formerly on the faculty of 
his alma mater: died in St. John’s Hospital June 3, aged 75, of 
‘coronary thrombosis. 


Daniels, Charles Edward, Melbourne, Fla.: Rush Medical Col- 
‘lege. Chicago, 1902: died March 29, aged 77, of coronary oc- 
‘clusion. 


Edge, Ora Walter, Miami, Fla.; Hospital College of Medicine, 
Louisville. 1907; died recently, aged 71, of coronary occlusion 
and hypertension. 

Edmundson, Frank, Clearwater, Fla.: Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1909: died March 27, aged 64, 
of coronary thrombosis. 


Fernbach, Joseph George * Lancaster, N. Y.; University of 
Buffalo School of Medicine, 1915; died April 19, aged 61, of 


‘carcinoma of the colon. 


J.A.MLA., Aug. 16, 1952 


Flynn, Charles Bernard, Yonkers, N. Y.: Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1903; formerly 
director of communicable diseases, city health bureau; on the 
courtesy staff, St. John’s Hospital, Yonkers General Hospital, 
and St. Joseph’s Hospital. where he died June 6, aged 72, of 
carcinoma of the left lung. 


Flynn, George Clifford * Springfield, Mass.: Tufts College Medi- 
cal School, Boston, 1924: physician for the city schools; on the 
staff of Mercy Hospital; served during World War 1; died in 
New England Deaconess Hospital, Boston, May 9, aged 52, of 
cirrhosis of the liver, diabetes mellitus, and chronic glomerulo- 
nephritis. 


Foster, Fred P. * Chicago; Chicago College of Medicine and 
Surgery, 1909; tormerly professor of anatomy at Bennett Medi- 
cal College and professor of physiology at Loyola University 
School of Medicine: died May 17, aged 93, of organic heart 
disease. 


Freligh, Clarence Neil ® Waucoma, lowa; Northwestern Univer- 
sity Medical School, Chicago, 1902; died in St. Joseph’s Hospital, 
New Hampton, May 14, aged 74, of primary carcinoma of the 
liver. 


Friedman, Alvin Burton # Cleveland: St. Louis University School 
of Medicine, 1942: specialist certified by the American Board of 
Pediatrics: served during World War Il; died in Mount Sinai 
Hospital May 28, aged 36, of subarachnoid hemorrhage. 


Gill, Arthur Francis, Banning, Calit.: University Medical College 
of Kansas City, Mo., 1901; served during World War I; died 
April 2, aged 74, of carcinoma of the pancreas. 


Gille, Hugo * Jersey City, N. J.; Jefferson Medical College of 
Philadelphia, 1902: also a graduate in pharmacy; an Associate 
Fellow of the American Medical Association; formerly member 
of the city board of health; at one time on the staffs of the 
North Hudson Hospital in Weehawken, and Christ Hospital: 
died May 9, aged 74, of cardiac failure and hypertension. 


Gipson, Arthur Albert, Clarksdale, Miss.; Meharry Medical 
College, Nashville, Tenn., 1915; died May 5, aged 63. 


Givestvang, George Martin, Ola, Ark.; Kansas City (Mo.) 
College of Medicine and Surgery, 1917; died May 5, aged 62, 
of a heart attack. 


Glaser, Robert Edward # Brookville, Ind.; St. Louis University 
School of Medicine, 1936; served during World War II; affiliated 
with Margaret Mary Hospital in Batesville and Fayette Memorial 
Hospital in Connersville; died May 19, aged 41, of accidental 
carbon monoxide poisoning. 


Goodpastor, William H. # Pittsburgh; Western Pennsylvania 
Medical College, Pittsburgh, 1907; for many years president of 
the school board: school physician; affiliated with Presbyterian 
Hospital; died in Wooster, Ohio, May 17, aged 76, of cerebral 
hemorrhage. 


Gramling, Arthur Burt, Attalla, Ala.; Maryland Medical College, 
Baltimore, 1904; died March 23, aged 71, of bronchopneumonia 
and hypertensive heart disease. 


Grant, Emmet E. # Seattle: the Hahnemann Medical College 
and Hospital, Chicago, 1904; died in Virginia Mason Hospital 
May 12, aged 76. 


Green, John Summerfield Jr. ® Towson, Md.; Johns Hopkins 
University School of Medicine, Baltimore, 1918; past president 
of the Baltimore County Medical Society; affiliated with Union 
Memorial Hospital, where he died May 26, aged 59, of a cerebro- 
vascular accident. 


Greene, Edward Chace # Colonel, U. S. Army, retired, Winter 
Park, Fla.; University of Michigan Department of Medicine and 
Surgery, Ann ArWfor, 1904; entered the medical corps of the 
U.S. Army as a major in September, 1920; member of the New 
England Society of Psychiatry; formerly medical director of the 
American Airlines, Inc.; died in the Walter Reed General 
Hospital, Washington, D. C., April 16, aged 76. 


Gunderson, Anna Hussey, Lockport, Chicago Medical 
School, 1923: died June 15, aged 69. 
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Hall, Joe EK. * Maryville, Tenn.: Chattanooga Medical College, 
1910; died April 4, aged 64, of a heart attack. 


Halsted, Frederick Smith * Denver: St. Louis University Schoo! 
of Medicine, 1913; member of the American Academy ot 
Ophthalmology and Otolaryngology; affiliated with St. Joseph's 
and Children’s hospitals; died May 1, aged 63, of acute coronary 
occlusion. 


Handel, William Harold, Buffalo: University of Buffalo School 
of Medicine, 1926; member of the Industrial Medical Associ- 
ation; served during World War 1: county medical director; 
clinical assistant in surgery, Millard Fillmore Hospital, where 
he died May 9, aged $2, of glioblastoma multiforme. 


Hargrove, Reuben Morgan * Houston, Texas; University of 
Texas School of Medicine, Galveston, 1912; at one time on the 
faculty of his alma mater and the University of Oklahoma, 
Norman; certified by the National Board of Medical Examiners; 
specialist certified by the American Board of Otolaryngology: 
served during World War |; fellow of the American College of 
Surgeons; affiliated with Memorial Hospital, St. Joseph In- 
firmary, Southern Pacific Hospital, and Hermann Hospital, 
where he died May 6, aged 68, of coronary occlusion. 


Harper, Alexander W. # Flint, Mich.; Saginaw (Mich.) Valley 
Medical College, 1903; affiliated with Hurley Hospital and St. 
Joseph Hospital, where he died May 3, aged 74, of carcinoma 
of the liver. 


Harper, Henry Winston Jr. # Fort Worth, Texas; Washington 
University School of Medicine, St. Louis, 1922; fellow of the 
American College of Surgeons; affiliated with All Saints, Harris, 
Pennsylvania, and St. Joseph’s hospitals; died May 9, aged 55. 


Heetland, Louis Herman # Sibley, lowa: Michigan College of 
Medicine and Surgery, Detroit, 1895; died in Sheldon Memorial 
Hospital, Sheldon, April 20, aged 84, of diabetes mellitus and 
uremia. 


Hendrickson, Berent # Ringwood, IIl.; Chicago College of Medi- 
cine and Surgery, 1911; died in Wonder Lake, Apri! 17, aged 72, 
of myocardial degeneration. 


Hilsabeck, Lester Clyde, Gretna, Neb.; John A. Creighton Medi- 
cal College, Omaha, 1910; died in Omaha May 15, aged 70. 


Holman, Henry Delavan # Mason City, lowa; State University 
of lowa College of Homeopathic Medicine, lowa City, 1903; 
died May 21, aged 76. 


Johns, Myles Wendel # Utica, N. Y.: New York Homeopathic 
Medical College and Hospital, New York, 1903; specialist cer- 
tified by the American Board of Radiology; member of the 
Radiological Society of North America and the American Col- 
lege of Radiology: served during World War |, affiliated with 
Rose Hospital in Rome, Oneida County Hospital, and the Utica 
Memorial Hospital, where he died June 4, aged 73, of hyper- 
tension and cardiovascular disease. 


Johnson, Allen Huggins # Hemingway, S. C.; Medical College 
of the State of South Carolina, Charleston, 1934; past president 
of the Williamsburg County Medical Society; medical super- 
intendent and chief of the Johnson Memorial! Hospital: president 
of the Pee Dee Telephone Company; director of the Anderson 
State Bank; died May 13, aged 41, of acute coronary occlusion. 
Johnson, William Paul, Barnesville, Ohio; Starling-Ohio Medical 
College, Columbus, 1912; formerly county coroner; affiliated 
with Barnesville Hospital: died May 26, aged 63, of coronary 
thrombosis. 


Kahn, Maximilian * Cleveland: Julius-Maaimilians-U niversitat 
Medizinische Fakultat, Wurzburg, Bavaria, Germany, 1896; a 
charter member of the Cleveland Academy of Medicine; served 
on the staff of Mount Sinai Hospital, where he died June 2, aged 
79, of fractured hip. 


Kaplan, Jacob Copel * Cincinnati; Tufts College Medical 
School, Boston, 1919; member of the Massachusetts Medical 
Society; formerly affiliated with the Veterans Administration 
Hospital in Lexington; died in Jewish Hospital May 12, aged 54, 
of myocardial infarction and coronary occlusion 
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Kautz, Frank Alexander Sebastian, Cincinnati: Miami Medical 
College, Cincinnati, 1898; specialist certified by the American 
Board of Obstetrics and Gynecology: formerly member of the 
board of education: affiliated with Cincinnati General Hospital, 
Good Samaritan Hospital, and the Jewish Hospital, where he 
died May 12, aged 76, of coronary occlusion and diabetes 
mellitus. 


Moore, Johnson Penney Farms, Fla.; Atlanta Medi- 
cal College, 1894; Bellevue Hospital Medical College, New 
York, 1895S; died recently, aged 84, of cerebral arteriosclerosis. 
Moore, William Raymond, Vernon, Texas: Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1914: died May 22, 
aged 64, of cirrhosis of the liver. 

Morgenroth, Frank Charies * Los Angeles: Chicago College of 
Medicine and Surgery, 1916; died May 12, aged 63, of cerebral 
hemorrhage. 


Morse, Waldron Lewis # Springvale, Maine: Yale University 
School of Medicine, New Haven, Conn., 1933: certified by the 
National Board of Medical Examiners; past president of the 
York County Medical Society; a lieutenant in the U. S. Army 
for three years; on the staff of the Henrietta D. Goodall Me- 
morial Hospital in Sanford; died May 8, aged 43. 


Mowry, Jesse E. # Providence, R. 1.; Harvard Medical School, 
Boston, 1891; member of the House of Delegates, 1916-1917, 
American Medical Association, of which he had been an Associ- 
ate Fellow; past president of the Providence Medical Associ- 
ation: for many years treasurer of the Rhode Island Medical 
Society; on consulting staff. Rhode Island Hospital, where he 
died May 3, aged 8&7. 


Moyer, Donald Grosch # Wyomissing, Pa.: Jefferson Medical 
College of Philadelphia, 1917; served during World Wars | and 
Il; for many years ‘secretary of the board of health: chief of 
pediatrics, St. Joseph’s Hospital in Reading; died May 6, aged 59, 
of myocardial infarction. 


Nathanson, Morris Henry © Los Angeles; University of Minne- 
sota Medical School, Minneapolis, 1919; associate clinical pro- 
fessor of medicine, University of Southern California School of 
Medicine; at one time assistant professor of medicine at his 
alma mater: specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College of Physicians; 
affiliated with Cedars of Lebanon and Los Angeles County hos- 
pitals: died April 24, aged 59, of coronary thrombosis, 


Oldani, John P., Detroit: Detroit College of Medicine, 1908; 
died recently, aged 67, of bilateral bronchopneumonia and 
arteriosclerotic heart disease. 


Parnell, Carter C. # Sledge, Miss.: Missouri Medical College, 
St. Louis, 1899; died May 18, aged 75, of a heart attack. 


Parrella, Dominick * Brooklyn: Eclectic Medical College, Cin- 
cinnati, 1922: affiliated with Caledonian Hospital; died June 6, 
aged 57. 


Payne, Mosby Hale * New York: Jefferson Medical College of 
Philadelphia, 1918; died recently, aged 60, 


Pernoud, Flavius Gentry * St. Louis: Washington University 
School of Medicine. St. Louis, 1907; served during Mexican 
border campaign: senior instructor in surgery at St. Louis 
University School of Medicine; formerly instructor in surgery 
at his alma mater; on the staffs of the Alexian Brothers’ Hospital, 
St. Mary’s Group of Hospitals, Lutheran Hospital, and St. 
Anthony’s Hospital, where he died June 9, aged 67, of coronary 
occlusion. 


Person, Hector McLean, Goldsboro, N. C.; North Carolina Medi- 
cal College, Charlotte, 1913; served during World War 1; died 
in the Wayne Memorial Hospital June 9, aged 68. 

Pirosh, Sigmar, Los Angeles; College of Physicians and Surgeons 
of Chicago, School of Medicine of the University of Hlinois, 
1905; died April 20, aged 60, of coronary occlusion. 

Purves, George Kern, Wichita, Kan.; Northwestern University 
Medical School, Chicago, 1900; served during World War 1; on 
the staff of Veterans Administration Hospital, where he died 
June 7, aged 77, of carcinoma of the prostate. 
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GOVERNMENT SERVICES 


ARMY 


Seven New Permanent Army Hospitals.—Construction of the 
first of seven new permanent hospitals planned for Army posts 
in this country will begin early next year. The hospitals represent 
the first step in the Army’s program for transferring patients 
from wooden, cantonment type structures built during World 
War II to modern multistory structures. Hospitals to be con- 
structed at Fort Benning, Ga., Fort Bragg, N. C., Fort Knox, 
Ky., and Fort Riley, Kan., are for 500 beds on a 1,000 bed 
chassis. A new installation at Fort Belvoir, Va., will provide 250 
beds initially, expansible to 500; while Fort Monmouth, N. J., 
will receive a 200 bed facility constructed on a 300 bed chassis. 
The largest structure will be erected at Fort Dix, N. J., and will 
furnish 750 beds, expansible to 1,000 beds. The Surgeon General 
stated that the new facilities incorporate the findings of extensive 
research in hospital management conducted by the Army Medical 
Service for the past three years at Valley Forge Army Hospital, 
Phoenixville, Pa., and at other major hospitals. These new 
features are expected to economize in the use of nurses, ward 
technicians, and other scarce personnel. Wards for the critically 
ill, operating rooms, and clinic facilities will be air-conditioned. 
The operating rooms will also be equipped to eliminate the danger 
of anesthetic explosions. All units are expected to be completed 
in from two to three years. 


NAVY 


Course in Radioactive Isotopes.—About 100 officers of the Navy 
Medical Department, Air Force, Royal Canadian Army and 
Navy, U. S. Public Health Service, and Civilian Scientists at- 
tended a five day course of instruction, which convened Aug. 4, 
in medical aspects of special weapons and radioactive isotopes 
at the Naval Medical School, Bethesda, Md. The training included 
lectures and demonstrations in nuclear physics; medical problems 
of radiological safety; operation of blood banks in time of major 
disaster; radiological defense, disaster planning, and medical 
aspects of chemical and special weapon warfare; and the medical 
aspects of civil defense. 

Some of the lecturers were Dr. Howard Andrews, Chief, Sec- 
tion on Nuclear Radiation Biology, National Institute of Health: 
R. E. Lapp, Nuclear Science Service, and Carl Z. Morgan, Di- 
rector, Health Physics Division, Oak Ridge National Laboratory; 
Lawrence W. Tuttle, Associate in Radiation Biology, University 
of Rochester School of Medicine and Dentistry; Herbert Fried- 
man, Head of Electron Optic Branch, Naval Research Labora- 
tory; Murray M. Copeland, Director of Oncology, Georgetown 
University Medical Center; S. T. Gibson, Associate Medical 
Director, National Blood Program, American Red Cross; and 
Douglas W. Overton, International Relations Office, Department 
of State. The course is conducted primarily for the benefit of 
inactive reserve medical and dental officers of the Navy and key 
civilian scientists. Certificates of attendance are issued to each 
person attending the course. These professional men are qualified 
to train others and to organize civil defense programs to reduce 
the destruction caused by this type of warfare. 


DEPARTMENT OF DEFENSE 


More Physicians to Be Inducted During September.—The De- 
partment of Defense has requested the Selective Service System 
to deliver to armed forces induction stations 355 doctors of 
medicine and 90 doctors of dentistry during the month of Sep- 
tember. The armed forces will assign 180 physicians to the Army 
and 175 to the Air Force. All of the dentists will be assigned 
to the Air Force. The September call for physicians and dentists 
brings to a total of 1,522 the number of physicians and to 650 
the number of dentists requested since July, 1951. 


Dr. Bayne-Jones Named Research Director.—The Department 
of the Army announces that Dr. Stanhope Bayne-Jones has 
assumed his duties as civilian technical director of Army Medi- 
cal Research, and will serve in the office of the Army Surgeon 
General, succeeding Dr. Francis G. Blake, who died last Janu- 
ary. Dr. Bayne-Jones will be responsible for insuring close 
coordination between the Army’s Medical Research effort and 
similar programs sponsored by the other armed forces and 
civilian federal agencies. 

Since 1947, Dr. Bayne-Jones has been president of the Joint 
Administration Board of New York Hospital-Cornell Medical 
Center in New York City. During World War II, he served 
in the Surgeon General’s Office as deputy chief of the preven- 
tive medicine service, and as administrator of the Army Epi- 
demiological Board and director of the U. S. Typhus Commis- 
sion. He was born in New Orleans, received the Bachelor of 
Arts degree from Yale University, and Doctor of Medicine de- 
gree from Johns Hopkins University. During World War I, he 
served in France and Germany with the British and American 
expeditionary forces. Among his decorations are the Dis- 
tinguished Service Medal, the Silver Star with two oak leaf 
clusters, the Army Commendation Ribbon, and the U. S. Typhus 
Commission Medal. A former chairman of the Division of 
Medical Sciences of the National Research Council, Dr. Bayne- 
Jones has also been president of both the American Association 
of Immunologists and the Society of American Bacteriologists. 


PUBLIC HEALTH SERVICE 


Training for Foreign Health Workers.—The first health per- 
sonnel from Iraq, Afghanistan, and Israel to come to the United 
States for intensive training programs arranged by the Division 
of International Health of the Public Health Service arrived in 
June. In addition trainees from six other countries arrived to 
begin their studies, which are sponsored by federal technical 
aid programs to foreign countries. 


Aid for Employees with Emotional Disorders.—A program to 
help persons with emotional disorders to get and hold self- 
supporting jobs has been undertaken by the National Institute 
of Mental Health and the Office of Vocational Rehabilitation 
of the Federal Security Agency. As a first step, a two week 
training course for counselors from state vocational rehabilita- 
tion agencies has been begun at San Jose State College, San 
Jose, Calif., on July 21. Twenty counselors from 12 states are 
taking the course. At least two additional courses are planned, 
one at Columbia University, New York, and the other at the 
Menninger Foundation in Topeka, Kan. The courses are aided 
by funds made available through NIMH grants to these train- 
ing centers. Dr. Richard H. Williams of the institute staff will 
participate in the three courses. Ruth Tiedman, professor of 
psychology at San Jose State, will be the director of the first 
course, with Dr. Maurice Grossman, of the Palo Alto Veterans 
Administration Hospital, and Dr. Henry C. Schumacher, mental 
health consultant for the Public Health Service at San Francisco, 
as instructors. 

Objectives of the San Jose program are to provide counselors 
with information regarding human behavior and personality dis- 
orders that will help improve vocational rehabilitation programs; 
to develop more favorable attitudes toward the counseling, train- 
ing, and placement of clients with neuropsychiatric disabilities; 
and to promote the use of community resources and consultative 
services in planning and promoting vocational rehabilitation. 
Counselors will be given an opportunity to observe and prac- 
tice, under supervision, the skills and techniques needed in the 
vocational rehabilitation of emotienally disturbed clients. States 
sending counselors to the San Jose course are New Mexico, 
Louisiana, Texas, Idaho, Utah, Washington, Oregon, Colorado, 
Montana, California, Arizona, and Wyoming. 
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FOREIGN LETTERS 


ARGENTINA 


Blood Transfusion Services.—Many hospitals and maternity 
institutions in Buenos Aires have their own departments for 
blood transfusion and determination of blood groups. There is 
an important well-organized central Municipal Service of Blood 
Transfusion and Plasmotherapy, which is directed by Dr. E. 
Sammartino. It cooperates with organizations in 11 municipal 
hospitals of Buenos Aires. The Municipal School of Transfusion 
for Physicians and Nurses and the Association of Voluntary 
Blood Donors is also under the direction of Dr. Sammartino. In 
1951 the National Institute of Hemotherapy, under the Ministry 
of Public Health, was responsible for 9,737 blood transfusions, 
45,174 blood group determinations, and the production of 95,486 
liters of plasma. The Army Hospital also provides important 
services. Whole blood has been collected mostly in Buenos Aires 
through an intense program of propaganda and many voluntary 
blood donors connected with the Institute of Hemotherapy. 
Plasma is used less than blood, and no other blood substitutes 
are needed owing to the numerous contributions of whole blood 
from voluntary sources. 


Public Health Achievements.—At the end of the presidential 
period 1945-1951 the Minister of Public Health published 
statistical information on progress seen in the last six years. The 
number of beds in hospital wards increased from 66,000 to 
114,609 (73% increase). The specialized institutes increased from 
5 to 55. The annual expenses of the Ministry increased from 65 
to 276 million pesos. The general mortality rate decreased from 
14 to 8.6 per hundred irhabitants. Tuberculosis mortality de- 
creased from 73 to 48 per hundred thousand inhabitants (a 34% 
decrease). The cases of malaria decreased after the DDT prophy- 
lactic campaign from 86,076 to 1,177. The cases of venereal 
disease decreased 58%. In leprosy 6,032 subjects affected are 
under sanitary control and treatment. Dr. Ramon Carrillo has 
been reappointed Minister of Public Health for the second 
presidential period of Gen. J. D. Perén (1952-1958). 


ITALY 


Physiopathology of Pulmonary Arterial Circulation.—Professor 
Condorelli, chairman of the medical clinics at the University 
of Catania, who is succeeding 70-year-old Prof. Nicola Pende 
to the chair of medical pathology at the University of Rome, 
reported in his opening address his studies on pulmonary arterial 
circulation. The number of persons with pulmonary hyperten- 
sion who seek the general practitioner’s help increases every day. 
Often, because these patients feel a sensation of precordial dis- 
tress after strenuous physical exercise, they are confused with 
patients who have angina pectoris. Administration of drugs in- 
dicated for patients with angina pectoris, such as amyl nitrite 
by inhalation, may aggravate the symptoms. Aside from the fact 
that patients with pulmonary hypertension present a clinical 
picture different from that of patients with arterial hypertension 
of the greater circulation, the drugs that are useful for the latter, 
such as nicotinic acid, are harmful for persons with hypertension 
of the pulmonary circulation. 

To say that a person with hypertension of the “lesser circula- 
tion” or pulmonary circulation does not have a genuine disease 
of the vessels but has chronic bronchitis, asthma, bronchiectasis, 
or lesions of the mitral valve is not a sufficient explanation for 
the fact that drugs that are effective on a pronounced arterial 
pressure of the systemic circulation do not have any effect on 
the pulmonary circulation. There is also in the smaller circula- 
tion. hypertension, i. e., hypertension of the pulmonary artery 
caused by the effort that venous blood must overcome, through 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


the pulmonary artery and its ramifications, to win the resistance 
of a lung that, because of previous and present respiratory ill- 
ness, is not too elastic. We must admit, therefore, that there is no 
interdependency between the systemic and the pulmonary circu- 
lation. In fact, many persons in whom pressure is high when 
measured with the oscillometer show a normal pulmonary pres- 
sure if measured with Hamilton’s tensiometer. On the other hand, 
many patients with pulmonary hypertension have normal or even 
below normal arterial pressure. 

To confirm the existence of this autonomy of functions be- 
tween the greater and smaller circulation there was need of an 
irrefutable proof of the different physiological conditions in the 
two circulatory systems. Condorelli and his co-workers Franca- 
viglia and Truchetti reported on this subject. By means of an 
instrument that Condorelli made, he proved that, even though 
stimulation (compression) of the reflexogenic zone of the carotid 
sinus (Pagano’s reflexogenic zone) causes a pronounced drop 
of the pressure of the systemic circulation, it does not change 
the pressure of the pulmonary artery. A certain drop of the 
pulmonary circulation is noticeable only as a consequence of 
the accompanying bradycardia. By stimulating the chemore- 
ceptors of the greater circulation with nitrites (intravenous in- 
jections of sodium nitrite or inhalation of amyl nitrite) and 
causing an abrupt drop in the tone of the systemic circulation 
(hypotension), the pulmonary tensiogram shows only insignificant 
changes, which, at any rate, are attributable to the induced tachy- 
cardia. It is like saying that the stimulations that are received 
by the chemoreceptor centers of the greater circulation are 
spread only to the vasomotor fibers of the greater circulation 
and not to the ramifications of the lesser circulation or pul- 
monary circulation. 

Condorelli showed that nicotinic acid causes capillary and 
precapillary hyperemia, acceleration of the velocity of circula- 
tion with increased use of oxygen, transitory increase of arterial 
pressure followed by a decrease, and the subsidence of eventual 
angiospasms because of the decreased pressure. From this rises 
the therapeutic indication of nicotinic acid against angiospastic 
syndromes caused by hemicrania and cerebral spasms with 
paretic manifestations. But on the pulmonary circulation, as 
Condorelli demonstrated, nicotinic acid has the opposite effect, 
in that it causes a pronounced increase of the pulmonary arterial 
pressure. The same is true of intravenous administration of 
aminophylline. This drug, while causing an abrupt decrease of 
the arterial pressure of the greater circulation, does not have 
any hypotensive effect on the smaller circulation. 

On the contrary, epinephrine and arterenol increase the pres- 
sure of the pulmonary circulation. In this way hypertension due 
to pheochromocytoma proves to be much different from com- 
mon arterial hypertension. While in the common hypertension 
of the greater circulation there is no involvement of the pul- 
monary pressure, in hypertension caused by pheochromocytoma 
there is simultaneous pressure increase of the two circulations: 
the smaller and the greater. This may be due to the susceptibility 
that the pulmonary artery has for the epinephrine and arterenol, 
which are abundantly produced by the adrenal gland affected 
with pheochromocytoma. This susceptibility to epinephrine and 
arterenol suggests the presence of sympathetic fibers in the 
nervous network of the pulmonary artery. 

Acetylcholine and analogous preparations that have great 
effect on the vagus nerve (on dilatation of the arterial vessels 
and drop in pressure) do not have any effect on pulmonary 
hypertension. Moreover, if the effect of acetylcholine is potenti- 
ated with a previous injection of neostigmine, a combination 
that in patients with arterial hypertension brings about a real 
drop of pressure, there is no effect on the pulmonary pressure. 
This explains the uselessness of drugs that are believed to have 
an hypotensive effect on pulmonary hypertension. Finally, if, in a 
dog that is breathing in a closed circuit, hypertension is caused 
to rise gradually to a level of 20 mm. Hg (about 26 cm. of 
water), no “blocking” phenomenon is seen. While in the in- 
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spirating pulmonary veins the pressure drops to below zero, the 
pressure of the pulmonary artery increases very slightly: the 
systolic from 30-32 to 40-42, the diastolic from 10-20 to 30. 
The arterial pressure of the greater circulation, after a mild 
initial deflection, returns to its initial levels. If, however, the 
nervous synapses are blocked with curare and the pulmonary 
vessels are, therefore, deprived of the possibilities of reacting 
with their own autonomous mechanisms, even a _ respiratory 
hypertension of only 5 mm. Hg in addition to a very mild in- 
crease of the pulmonary tension causes, by means of the com- 
pression exerted on the capillaries and the pulmonary vein, a 
true “blocking” that manifests itself with a drop in the arterial 
pressure of the greater circulation. 

In other words, the smaller circulation has its own neuro- 
regulation system, independent from that of the greater circula- 
tion. Its autonomy, the study of which will open new therapeutic 
ways, is demonstrated by the varying behavior towards drugs that 
are used to check arterial hypertension. 


LONDON 


Agreement on Wage Plan.—<At the Conterence of Local Medical 
Committees, the delegates who represent the 20,000 general 
practitioners in the National Health Service endorsed a revised 
plan for distributing the enlarged central pool from which 
physicians are paid. The plan was formulated by a Working 
Party composed of British Medical Association and Ministry of 
Health representatives. [he Working Party was set up after the 
adjudication award of Justice Danckwerts last March, under 
which four years’ arrears of nearly £27 million are owed to the 
physicians. The award was subject to a satisfactory agreement 
being reached on distribution of the pool. 

The conference will also assist any group of practitioners that 
does not benefit, when they expected to do so under the Working 
Party's terms of reference, by internal adjustment. These recom- 
mendations wiil now be reterred to the Minister of Health, who 
will take steps to inform Parliament before the supplementary 
estimate is submitted in July. If this estimate is approved, it 
should be possible for payment of the arrears to start before the 
end of the year. 

The terms of reference of the Working Party were as follows: 
“To secure an equitable distribution of the central pool based 
upon the recommendations of ihe Spens Committee, the object 
being to enable the best possible medical service to be available 
to the public, and to safeguard the standard of Medical Service 
by discouraging unduly large lists; at the same time, to bring 
about a relative improvement in the position of those practition- 
ers least favorably placed under the present plan of distribution, 
to make it easier for new doctors to enter practice, and to 
Stimulate group practice.” 

The main recommendations of the Working Party are as 
follows: (1) reduction in the maximum number of a practitioner's 
patients (a) from 4,000 to 3,500 for a private practitioner, (>) 
from 5,000 to 4,500 for a member of a partnership, provided 
the average for the partnership is not above 4,000, and (c) from 
2,400 to 2,000 for each permanent assistant employed; (2) 
practice areas to be reclassified in three categories: restricted 
areas, doubtful areas, and “designated” areas, in which new 
entrants to the service would be eligible to apply for initial 
practice allowance; (3) new recommendations for the capitation 
fee including: (a) a basic fee of 17 s. (about $2.40) per patient, 
(b) an additional “loading” fee of 10 s. ($1.40) for every patient 
within the patient load range of 501 to 1,500, and (c) a final 
settlement, as a percentage of previous payments under a and 
hb above, raising the income per patient from 17 s. in a load 
of 500 patients to a maximum of 23% s. ($3.31) in a patient load 
of 1,500, and lowering the income as the load grows to its 
maximum of 4,000, to nearly £1 ($2.76): (4) a system whereby 
partnerships can apply to executive councils to be paid in what 
both partners consider to be the most financially advantageous 
division of the patients between them, thereby stimulating the 
formation of partnerships, and (5) a sum of money (about 
£100,000, or $280,000) to be set aside to stimulate the formation 
of group practices. 


J.A.M.A., Aug. 16, 1952 


Infectious Hepatitis.—The British Medical Journal reported the 
Harveian Lecture by Sir John McNee, Negius Professor of 
Medicine in Glasgow University, in which he discussed infectious 
hepatitis. This disease was formerly called catarrhal jaundice, 
but now, according to the newer nomenclature, it is called viral 
hepatitis. In recent years two other forms of hepatitis have be- 
come recognized, namely homologous serum jaundice and 
syringe-transmitted hepatitis. 

Infectious hepatitis is known best in its sporadic form but has 
been observed to spread widely in pandemic form. Usually 
regarded as benign, it can be highly malignant when epidemic, 
as revealed by its occurrence in Scandinavia, where there were 
severe and fatal infections in adults as well as children. It can 
be compared with spirochetal jaundice (Weil's disease) a rat- 
borne infection due to a spirochete and well known in military 
campaigns. During World War | there was no outbreak of 
infectious hepatitis in France. In World War II, the two types of 
infection, namely serum jaundice and the syringe-transmitted 
variety, became enormously important, both in the armed forces 
and among war workers at home. The pandemic was at its 
height between 1942 and 1944 and then declined. American 
soldiers were inoculated with a yellow fever vaccine containing 
human serum, and, of 28,505 in whom jaundice developed, 62 
died. The incubation period is about three months. The virus of 
acute infectious hepatitis is probably most commonly transmit- 
ted by the feces and often by a contaminated water supply. The 
virus of the homologous serum variety depends almost exclusive- 
ly on direct injection of blood or serum for transmission. 

The two viruses would appear to be distinct because, although 
they cause diseases that are clinically identical, they have differ- 
ent incubation periods, but McNce gives evidence suggesting 
that one is a variant of the other. The findings of the Medical 
Research Council present strong evidence for considering the 
two viruses as distinct. First, the incubation period of the natural- 
ly acquired disease is between 20 and 35 days, but that of the 
parenterally acquired variety falls between 60 and 120 days. 
Although the clinical pictures and the histological condition of 
the liver in the two diseases are similar, there is evidence that a 
person can be immune to the homologous virus and not to the 
heterologous virus. In addition, there is a well-established differ- 
ence in the routes by which artificial transmission can be 
achieved. Whereas in homologous serum jaundice successful 
transmission has been obtained only by parenteral administra- 
tion of serum, infectious hepatitis can also be transmitted by 
spraying the nasopharynx with infected serum. The virus causing 
infectious hepatitis has also been conclusively demonstrated in 
the feces, whereas no evidence of fecal virus has been obtained 
in patients with homologous serum jaundice. Finally, although 
in the majority of cases the clinical picture of the two conditions 
is indistinguishable, many observers have noted a tendency for 
the homologous serum variety to be severer and more protracted. 

The infectious period of both types of the disease appears to 
be remarkably short, but experimental proof of this is lacking. In 
an induced case of infectious hepatitis, virus has been detected 
3 days before appearance of the first symptom and as late as 8 
days after the onset of symptoms, but not 31 days after the 
onset of symptoms. A chronic carrier state with infectious 
hepatitis virus in the blood stream does not seem to occur. The 
history of homologous serum jaundice also shows quite clearly 
that donors of icterogenic plasma exist in whom no association 
with patients with infectious hepatitis appears probable. The 
origin of the icterogenic agent in their blood is therefore com- 
pletely obscure. There is no evidence at present tor McNee’s 
suggestion that the agent arises from ordinary infectious 
hepatitis virus by edaptation from prolonged sojourn in the 
human blood. Even if this were so, the stability shown by the 
two viruses today is such as to justify their classification as 
distinct varieties despite any possible common origin. In view 
of the fact that the virus is not yet under laboratory control and 
cannot be cultured, no means of immunization or other form of 
prevention is yet possible. Attempts are being made to neutralize 
the virus in serum by exposure to ultraviolet light, and human 
serum that contains antibodies can be administered in the form 
of immune globulin with some measure of success as a preven- 
tive after blood transfusion. 
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College of General Practice.—The establishment of a British 
College of General Practice was first discussed 100 years ago 
and has been suggested from time to time ever since, but agree- 
ment has never been reached on many important aspects of its 
objectives and organization. Now a steering committee is en- 
gaged in collecting and sifting evidence in preparation of a 
comprehensive report, which should lead to a plan for the 
implementation of the college. There would, at present, appear 
to be no serious Opposition to the formation of such an organiza- 
tion. 


PARIS 


Death of Prof. Henri Hartmann.—Prof. Henri Hartmann, one 
of the greatest French surgeons, a contemporary of Cunéo and 
Lecene, died in an accident at the age of 90. He was a pupil 
of Terrier, an intern at the Bichat Hospital, and later an assistant 
to Professors Cunéo and Gosset. After Pasteur’s memorable 
communication to the Academy of Medicine in 1878, he was the 
first to apply aseptic methods at the Bichat Hospital. In 1898, 
he presented to the Academy of Medicine the first two cases of 
lasting recovery following operation for cancer of the pylorus, In 
1902, he reported a 30° survival rate for cancer of the stomach 
and a 40% rate for cancer of the rectum operated on according 
to his method. He also evolved a new method, known under his 
name, for operating on cancer of the rectosigmoid area through 
the abdominal route. He is the promoter of the sign of “the 
distended intestinal loop” in intestinal obstruction. He was a 
wonderful teacher, preferring clinical teaching at the patient's 
bedside. He published extensively on gastrointestinal surgery, 
surgery of genitourinary organs (translated into German), and on 
operative gynecology (translated into English). He also wrote 
nine volumes on surgical aspects of clinical anatomy, the main 
basis of the last one, published in 1951, being composed of rec- 
ords he kept of his surgical patients. He was vice-president of the 
French League Against Cancer and president of the Association 
for the Development of Medical Relations with Foreign Coun- 
tries. In 1926, he presided over the International Congress of 
Surgery at Warsaw. He was a member of the National Academy 
of Medicine and Surgery and also a member of 30 foreign 
scientific societies. 


Death of Dr. Jules Tinel.—Dr. Jules Tinel, who died recently 
at 72, was the son of a well-Known professor of anatomy and 
surgeon. His maternal grandfather was also a professor and 
surgeon, and his son, too, is a physician. In 1906, Tinel became 
an intern successively in the services of Professors Siredey, 
Troisier, Dejerine (Salpetri¢re Hospital), Landouzy (Laennec 
Hospital), and Netter (Trousseau Hospital). In 1910, he pre- 
sented his thesis on “Rediculitis and Tabes,” which attracted 
widespread attention. In 1915-1919 he was chief of the Neuro- 
Psychiatry Center at Le Mans, and, in 1922, he was nominated 
Doctor of the Paris Hospitals. From 1936 to 1940, he was chief 
of the Laboratory of Beaujon, from which he was expelled by 
the Nazis who took possession of the hospital. He then became 
chief of the laboratory of the Boucicaut Hospital, which he re- 
organized. For years he has been general secretary to the Society 
for Psychiatry. During the occupation he took an active part 
in the resistance movement. His scientific writings are numerous 
and deal with neurology, psychiatry, and general pathology. 
One book on his personal psychiatric experiences, begun while 
he was imprisoned at Bordeaux, remains unfinished. He de- 
scribed the “tingling sensation,” which bears his name, in the 
regeneration of nerves. He was an ingenious scientist and a 
first-class technician, who was able to prepare most of his own 
laboratory instruments. Notwithstanding a severe disease, handi- 
capping him for years, he never ceased his scientific work. 


SWITZERLAND 


New Antituberculosis Drugs.— After the publication, hy Selikoff 
and Robitzek of New York, of the first results obtained with the 
derivatives of isonicotinic acid hydrazide, Swiss physicians were 
surprised to learn that these products were already obtainable 
without medical prescription in drug stores. The: first results 
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Obtained after experimentation and trials of isonicotinic acid 
hydrazide in Switzerland were reported at the meeting of the 
Swiss Association Against Tuberculosis, held on April 26 in 
Lausanne. B. Fust, A. Studer, and FE. Boehni, of the Hoffmann- 
La Roche firm in Basel, have shown that the action of isonicotinic 
acid hydrazide (called “rimifon” in Switzerland) varies markedly, 
according to the strain of tubercle bacillus, and that the bovine 
strain is less sensitive then the human strain. J. Morin, head 
physician of a sanatorium in Leysin, reported the first observa- 
tions of patients treated with “rimifon.” Of 73 cases, 68 had 
cavitary pulmonary tuberculosis with demonstrable tubercle 
bacilli and § had tuberculous meningitis. Clinically, he observed 
a feeling of well-being in the patients, weight gain, and, some- 
times, a fall in the sedimentation rate. Bacteriologically, 50% 
of the patients became negative for tubercle bacilli in four to 
eight weeks after the beginning of treatment. Radiologically, he 
noted that 20 patients improved, | became worse, and 45 re- 
mained the same. The patients with tuberculous meningitis 
improved, but it is necessary to wait some months to give judg- 
ment. Less optimistic were E. Tanner, J. Wanner, and Z. Ramer, 
from the sanatorium of Davos. They also noted improvement in 
the general health, but they did not observe improvement of the 
radiological image: chiefly, there was no obliteration of the 
cavities. On the other side, they frequently observed an exudative 
or toxic reaction, with an increase of expectoration, increased 
findings on auscultation, and an elevated sedimentation rate. 
There exists often a paradoxical relationship between the radi- 
ological and the bacteriological picture. The radiological picture 
shows a worsening when the bacteriological analysis suggests 
improvement. Tanner reported the case of a patient whose bacilli 
became a thousand times less sensitive.to “rimifon” after only 
1S days of treatment. Diiggeli compared the efficiency of strepto- 
mycin combined with p-aminosalicylic acid and “rimifon.” It 
seems that “rimifon” has a tendency to liquefy caseous material, 
which explains the appearance of cavities sometimes observed 
in the course of treatment. During the discussion that followed 
these four presentations, Schoch remarked on the efficacy of 
“rimifon” in the treatment of cutaneous tuberculosis, of 
erythema induratum, and in generalized sarcoidosis. Baroni 
studied the influence of “rimifon” on the metabolism and on the 
immunologic mechanisms, through the Middlebrook-Dubos ag- 
glutination reaction. The levels of agglutination vary rapidly as 
soon as therapy is undertaken and follow a characteristic curve. 
It is still impossible to have a definitive opinion of the value of 
“rimifon” and similar products. As yet, nothing justifies the 
abandonment of streptomycin and p-aminosalicylic acid. But this 
matter of the new antituberculous drugs has revealed the lack of 
good distribution of medical information. At present, physicians 
are informed through the general press and the advertisements 
of the pharmaceutical industry. The Trudeau Society promptly 
published an explanation and cautioned against overenthusiasm 
for “rimifon.” 

During this meeting, the controversial problem of pulmonary 
excision for tuberculosis was discussed. Professor Decker, head 
of the university surgical clinic of Lausanne, underlined the 
great differences in opinion regarding this problem throughout 
the world. He made a distinction between absolute and faculta- 
tive indications. A destroyed lung, bronchial stenosis, and rapidly 
extending cavities can be considered as absolute indications. 
More and more, extraplcural pneumothorax and thoracoplasty 
should be abandoned. Professor Brunner, disciple of Sauerbruch, 
head of the surgical clinic of Zurich. recalled the success obtained 
with reversible collapsotherapy. One should thus first try an 
intrapleural or extrapleural pneumothorax. As for thoracoplasty, 
when it gives bad results, it should be replaced by excision. As 
much as possible, one should operate on patients who are still 
responsive to streptomycin, i. e., those who have received less 
than 60 gm. of this antibiotic. Most of the complications occur 
in patients whose tubercle bacilli have become resistant. During 
the discussion, M. Sommer, who had returned from the United 
States, said that he believes that the discrediting of pneumothorax 
and the great number of excisions performed in the United 
Siates comes from a poor knowledge of the application of 
pneumothorax. 
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CORRESPONDENCE 


PRESENT STATUS OF CERTIFICATION 
IN AVIATION MEDICINE 


To the Editor:—At the request of the Interim Board on Aviation 
Medicine and with the encouragement of the Advisory Board for 
Medical Specialties, the American Board of Preventive Medicine 
and Public Health has given consideration over the past 18 
months to the possibility of association of preventive medicine 
and aviation medicine as a specialty certifying board. After 
numerous joint conferences of the members of the Interim Board 
in Aviation Medicine and the American Board of Preventive 
Medicine and Public Health, a proposed affiliation was developed. 
Under the terms of this proposal, the American Board of Pre- 
ventive Medicine and Public Health would become the American 
Board of Preventive Medicine, sponsored, in addition to the 
sponsorship of the original board, by the appropriate professional 
associations in aviation medicine. Under this reorganization, it 
was proposed that candidates might be examined and certified in 
either (a) public health or (+) aviation medicine, the standards 
for examination and certification in public health to remain 
essentially as they are at present, with the standards for ex- 
amination and certification in aviation medicine to be such as to 
meet the basic standards established by the Advisory Board for 
Medical Specialties. The proposed special training to be required 
in aviation medicine for eligibility for examination were as 
follows: 

(1) successful completion of two academic years of graduate 
study in (a) the elements of preventive medicine, (>) the basic 
sciences applicable to aviation medicine, and (c) aviation 
medicine, at least one academic year of which study to be pur- 
sued in a school, college, or university accredited for the purpose 
of such graduate study by the Council on Medical Education 
and Hospitals of the American Medical Association or by the 
American Public Health Association; 

(2) at least one year of residency training in aviation medicine 
approved by the Council on Medical Education and Hospitals 
and the American Board of Preventive Medicine; and 

(3) a minimum of six years of academic training, residency 
training, or practical experience in aviation medicine subsequent 
to the intern year, which includes | and 2 above. 

This proposal was reviewed by the Advisory Board for Medical 
Specialties at its meeting on Feb. 10, 1952. After hearing the 
proposal as presented by the representatives of the American 
Board of Preventive Medicine and by the Interim Board of 
Aviation Medicine, the Advisory Board for the Medical Special- 
ties voted to disapprove the proposal at the present time for the 
following reasons: 

1. There are at the present time only two training centers 
where acceptable training in aviation medicine can be obtained, 
both of which are military. There are no civilian training centers 
in aviation medicine at this time. 

2. The specialized training requirements as previously out- 
lined were not sufficiently defined nor was there adequate as- 
surance of qualified supervision. 

3. There was objection to the restriction of applicants for 
examination to members of a single medical group such as the 
Aero Medical Association. 

After further discussion, it was moved, duly seconded, and 
unanimously voted that the Advisory Board for Medical Special- 
ties approve in principle the proposal made by the American 
Board of Preventive Medicine and Public Health and the Interim 
Board of Aviation Medicine but that no certificates be issued in 
aviation medicine until such time as the previously outlined 
deficiencies in the training program in aviation medicine are 
adequately corrected and brought back to the Advisory Board 
for Medical Specialties for approval. 

In accordance with this action, the American Board of Pre- 
ventive Medicine and Public Health amended its articles of 
incorporation and by-laws, changing the name of that board to 
the American Board of Preventive Medicine and provision was 
made for additions to the board membership representing avia- 
tion medicine. Otis O. Benson Jr. was elected vice chairman of 
the Board of Preventive Medicine, representing aviation medi- 


cine, and Jan H. Tillisch was elected to membership on the board 
and was named chairman of the Standards and Examination 
Committee for Aviation Medicine. Since the February meeting, 
the Interim Board of Aviation Medicine has received proposals 
from three universities for the development of specialized train- 
ing programs in aviation medicine. Plans and facilities for both 
military and civilian residency training programs have been 
developed. It is hoped that an application for approval of these 
residency training programs can be submitted to the Council on 
Medical Education and Hospitals of the American Medical 
Association in the near future. 


Ernest L. Stessins, M.D. 
Secretary-Treasurer, American Board of 
Preventive Medicine and Public Health 
615 N. Wolfe St. 

Baltimore 5 


TETANUS FOLLOWING NASAL INJURY 


To the Editor:—-In Tht JourNnat for June 14, page 660, Dr. 
R. B. Tudor reported a case of tetanus resulting from a foreign 
body in the nose, and stated that “Only one other case was found 
in the literature in which tetanus unquestionably resulted from 
a nasal injury.” Dr. Tudor’s case reminded me of a patient who 
died from tetanus following a nasal injury whom I treated more 
than 25 years ago, a case which, even at this late date, is per- 
haps worth adding as a third case to the literature. My own 
recollection of the case has been reinforced by the mother’s. 

On Feb. 22, 1927, an 18-month-old male child forced a metal 
button mold into one nostril. The mother heard him cry and 
removed the piece of metal soon after it had been inserted. 
Slight bleeding showed that the mucous membrane had been in- 
jured. At 6 a. m. on Feb. 28, six days later, the mother found 
that he could not open his mouth when she offered him a bottle 
of milk. At 9 a. m. he had a convulsion. When it was over he 
seemed better for a few hours and was able to swallow a little 
food. About noon, however, he had another convulsion, fol- 
lowed by a series of convulsions. His muscles became increas- 
ingly rigid. After the second convulsion he was given a large 
dose of tetanus antitoxin at home and was then taken to the 
City Memorial Hospital in Winston-Salem, where he was given 
more antitoxin, together with symptomatic treatment. He rapidly 
grew worse, however, and died the next day, March 1. 

Although cultures from the nose were not made, it is difficult 
to conceive of any organism other than Clostridium tetani that 
could have given rise to such symptoms. No evidence of any 
other infection was found, and there was not the slightest break 
in the skin anywhere else on the child’s body. There seems no 
reason to doubt that this was a fatal case of tetanus and that 
the point of entry was the injured nasal mucosa. 

WINGATE M. JOHNSON, M.D. 
Bowman Gray School of Medicine 
Winston-Salem 7, N. C. 


RIGHT RECTUS RIGIDITY 


To the Editor:—I wish to take exception to a statement in THE 
JOURNAL of May 3. On page 29, under the heading “Right Rectus 
Rigidity,” the author states, “We know that it is quite impos- 
sible to contract one rectus muscle without contracting the 
other.” While on duty at Valley Forge General Hospital in 1945 
in the plastic surgery department, I had frequent occasion to 
observe a patient who delighted in demonstrating his corporeal 
achievements. He could, at Will, alternately contract and relax 
first one and then the other rectus abdominis so that the sur- 
face of his abdomen gave the impression of a revolving door. 


Capt. Ropert J, OGi_vie (MC) 
Med. Co. 32nd Inf. Regt. 
A.P.O. 7 % PM 
_§.F., California. 
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BUREAU OF INVESTIGATION 


THE WESTERN MEDICAL CORPORATION 
MAIL-ORDER “TREATMENT” FOR EPILEPSY 


Many physicians have wondered recently what is behind a 
new type of form that epileptic patients have requested them to 
sign. It calls for a statement by the physician that the holder 
thereof is epileptic. It is a new twist in the modus operandi of 
the Western Medical Corporation. It results from the appearance 
of a representative of the firm before a Senate subcommittee 
wherein he indicated that the firm would require henceforth a 
physician’s diagnosis of epilepsy before it did business with 
epileptic “patients.” 

The concern’s headquarters are in Chicago. It dispenses, by 
mail, phenobarbital and other anticonvulsant drugs, together 
with vitamins, minerals, and laxatives. The price is now $6 for 
a 30-day supply. Dr. Harry L. James is the “chief-of-staff.” 

All of this comes about because of a provision in proposed 
legislation that would have required personal supervision of a 
physician before prescription drugs could be shipped in inter- 
state commerce. The provision was stricken from the Durham- 
Humphrey bill in the Senate Subcommittee on Health of the 
Committee on Labor and Public Welfare. Representatives of the 
firm complained to committee members that they would be put 
out of business and that their customers (they call them 
“patients”) would suffer from having their source of medicines 
cut off. They got the “patients” to write and wire the subcommit- 
tee members that this was so. The result was satisfactory to the 
firm and confusing, apparently, to some senators. The only evi- 
dence received came from the firm and its deluded “patients.” 
Some members of the committee apparently felt that a great 
service was being denied deserving epileptic voters. 

Even after the provision was dropped, Senator Magnuson of 
Washington obtained unanimous consent to have entered in the 
Congressional Record ! a letter from Senator James E. Murray 
of Montana to the Federal Security Administrator, Mr. Oscar 
Ewing. Mr. Ewing’s department includes, among other agencies, 
the Food and Drug Administration. The senators feared, ap- 
parently, that the Food and Drug Administration was going to 
do, by regulation, what could not now be done directly by law. 

Senator Murray’s letter contained a most apt observation in 
the second and third paragraphs of his item numbered 1. He 
wrote: 

It is my understanding that if a physician regularly engages in actions 
actually inimical to the health of his patients, he would be violating both 
a cardinal principle of the code of medical ethics and the laws governing 
medical licensure in most of our States. 

If this is true and if the physicians working for the Western Medical 
Corp. are in fact endangering the health of their patients by prescribing 
phenobarbital on the basis of mailed questionnaires, then I must ask why 
is this regulation needed? Why have not those Western Medical Corp. 
physicians, who are members of the Illinois Medical Society, been charged 
with violating medical ethics and, if they are in fact endangering their 
patients by their practices, expelled from the Society? Surely their fellow 
doctors know better than we in Washington what practices are bad for 
patients and most certainly they have obligated themselves to take action 
against unethical practitioners. Furthermore, why haven't the licenses of 
all the physicians involved been revoked by the Illinois Board of Medical 
Examiners if, in fact, these physicians are engaging in practices harmful 
to their patients? Since neither of these actions has been taken, I can only 
conclude that the practices followed by the physicians of the Western 
Medical Corp. are not considered harmful by their fellow practitioners 
in Illinois. If they are not, then there is no reason for the proposed regu- 
lation. 

Senator Murray and the members of the subcommittee should 
not be confused by the testimony of Robert J. Creevy, the vice- 
president of the firm, which implied that their “staff physicians” 
were not members of the Illinois State Medical Society by their 
own choice. The members of the staff, other than Dr. J. J. 
Hennessy, were well aware of their own ineligibility to member- 
ship. Nonetheless, Creevy testified that staff members had never 
been told that they could not be members of the state society. 
There is no indication that any of them ever made application. 

Dr. Hennessy was then a member of the Chicago Medical 
Society. The society admitted him to membership when he was 
‘engaged in the practice of medicine in Blue Island, IIl., a suburb. 
He did not inform the society of his present employment. When 
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his membership came up for discussion in the Senate sub- 
committee, however, it was promptly determined. Dr. Hennessy 
was expelled. 

It is true, however, that no medical society has ever taken 
official action to urge institution of proceedings to have the 
licenses of Dr. James and his staff revoked. In good conscience, 
there is no question but that the senator has a point here. If local 
medical societies were more aggressive in matters of this kind, 
they could not later be accused of condoning bad or illegal 
practice of medicine. 

It should be observed, however, that membership in a medical 
society is one thing and the license to practice medicine another. 
The state has a medical board that issues licenses and that has 
defined statutory powers in the matter of suspension and re- 
vocation. It is not a matter of record that the board of medical 
examiners of Illinois has ever questioned the license status of 
these men. 

There is in Illinois (and possibly in Montana) provision for 
admittance to the practice of law on examination by a board 
appointed by the state supreme court. The admittance to practice 
on examination and showing of good moral character is done in 
the form of a motion to include on the roll of attorneys of the 
supreme court the name of the successful candidate. If in his 
career he commits an act that is unethical, he may be brought 
before a grievance committee of his local bar association. That 
grievance committee may revoke or suspend his right or 
“license” to practice law, subject only to appeal to the state 
supreme court. 

It may be argued fairly, therefore, that if the local medical 
society was directly chargeable with responsibility for the ethical 
and legal conduct of those admitted to the practice of medicine, 
it could well be censured for its apparent condonation of what 
appears to be an unethical and illegal practice of medicine. 
Neither the Chicago Medical Society nor the Illinois State 
Medical Society has such powers. Their grievance committees 
function solely to hear and to determine complaints of unethical 
conduct of their members. The local medical grievance commit- 
tee may, on hearing, and for cause, recommend to the society 
suspension or expulsion of a member. He may appeal to the 
state committee and to the American Medical Association’s 
Judicial Council. His license to practice medicine is not affected. 

Actually, the status of the Western Medical Corporation and 
its staff physicians can be determined on a state level. 

This business has continued now for approximately 30 years. 
Originally it was the “Western Medical Association.” In 1933, 
however, there was an incorporation of the business under the 
laws of Delaware. The corporation applied for and received a 
certificate of authority to transact business in Illinois. A document 
on file in the office of the Secretary of State of Illinois reads in 
part: 

Now therefore, I, Edward J. Hughes, Secretary of State of the State 
of Illinois, by virtue of the powers and duties vested in me by law, do 
hereby certify that the said Western Medical Corporation is from the date 
hereof duly authorized for a term of 99 years to transact the following 
business in this state, namely: 

To conduct and carry on a general mail order business. To acquire, es- 
tablish, maintain and conduct in all its branches a general mercantile 
business and in connection therewith to carry on all or any of the trades, 
businesses, undertakings or functions that in any manner are subsidiary, 
incidental and contributory thereto. 

To compound, manufacture, buy, sell, import, export and generally deal 
in, either at wholesale or retail, in all kinds of drugs, druggist’s, sundries, 
specialties and supplies and pharmaceutical, medical, surgical, hospital, 
invalid, optical and all other preparations, supplies, specialties, instruments, 
appliances scientific and other apparatus, machinery and _ proprietary 
articles of all kinds. 

To engage in any other manufacturing, mercantile and trading business. 

At the hearing held last fall before the Subcommittee on 
Health of the Committee on Labor and Public Welfare of the 
Senate, Mr. Creevy testified that the firm at that time had 21,000 
active “patients.” Testimony was offered to the effect that the 
principal anticonvulsant dispensed is phenobarbital. In some 
instances bromide preparations are substituted. Dosages average 
3 to 442 grains (0.2 to 0.28 gm.) of phenobarbital per day, with 
a maximum of approximately 8 or 9 grains (0.51 to’0.57 gm.). 
Treatments are mailed on the basis of a 30 day supply. Psycho- 
logical advice was also mentioned in testimony as a part of the 


1. Congressional Record: Senate, May 5, 1952, pp. 4855-4856. 
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package sent to patients. A uniform price of $5 (now $6) is 
charged, although in cases of need a reduction in price is made, 

There was also testimony that the business employs 105 people 
and is conducted by mail. These 105 people therefore must 
handle an average of 1,000 “patients” a day, on the basis of a 
five day week. There are four doctors of medicine on the staff. 
Just how they could give any personal attention to 1,000 
“patients” in a day’s time rather taxes the imagination. Now 
there might well be a corps of clerical help. If the clerk thinks a 
case needs expert attention, one of the physicians might be called 
on to venture an opinion. It is possible that the clerk might be 
giving “psychological advice.” Droplets of psychological wisdom 
for epileptics could be “canned.” 

Further testimony was intended to deny that the firm made any 
diagnoses. For instance, Mr. Creevy stated: 

If, upon receipt of our reply and additional literature, a prospect wishes 
to take advantage of our method of treatment, he then, in accordance 
with Our instructions, completes a lengthy case history form which is 
concerned only with the individual patient. On this form, the questions 
presented, if answered properly, give Our physicians a thorough knowledge 
of the type and severity of the prospective patient’s attacks. Two addi- 
tional questions of extreme importance which appear on this form are: 

(a) Has your case been diagnosed as epilepsy by a physician? 

(b) What is the name and address of this physician? 

If the answer to the diagnosis question is ‘No’, we do not accept the 
case for treatment under any circumstances, even though the prospective 
patient may give a vivid description of seizures which are most likely 
epileptic. We do not attempt at any time to diagnose by mail. 

The “history” blank covers two sides of a “legal”-sized form. 
A box cautions the applicant as follows: 

Answer the questions on BOTH SIDES. These are the very same ques- 

tions that our physicians would ask if you came here personally. Write 
the answers to the questions in the convenience of your home and send 
them to us. 
Questions cover age, status, physical items, identity of physician 
who diagnosed the case as epilepsy, number and severity of 
attacks, identity of current medication, presence of other dis- 
eases named, whether head injury has occurred, symptoms during 
attacks, and special questions for women and children. 

in the opinion of the Bureau and of those physicians to whom 
the Bureau sent copies of the “patient’s case history” blank, there 
is no other possible reason for such a blank than to enable the 
corporation (or its staff) to diagnose. As one physician remarked, 
if this is not diagnosing, then only one question should be asked, 
“Do you have epilepsy?” A prominent neurologist observed as 
follows: 

The ‘Patient's Case History’ is inadequate for diagnosing epil- 
epsy. Of course, the questionnaire states that patients will not be accepted 
for treatment who have not been diagnosed as epilepsy by a physician. 
Such a diagnosis, however, may or may not be correct and no reputable 
physician would accept a patient for treatment without himself examining 
and questioning the patient. Furthermore, the treatment of epilepsy varies 
according to the type of the symptomatology and there is a definite at- 
tempt in the questions to diagnose the type of attack. This corporation 
could not adequately treat patients with epilepsy. 

Another wrote: 

. . . It is, Of Course, Obvious from this material that patients are 
solicited to apply directly to this Corporation for treatment and that the 
data which they have requested from the patient on this form is for the 
purpose of arriving at some sort of a diagnosis. It must be obvious from 
this form alone that such diagnoses are made by mail in spite of the 
Statements of the Corporation to the contrary. 

A third replied: 

In reply to your questions as to whether the case history blank is ac- 

tually diagnosis Or an attempt thereat, there is no question in my mind 
whatsoever but that it is an attempt at diagnosis. For the numerous ques- 
tions definitely attempt to determine the type of attack from which the 
patient suffers. In addition to that, it relates to the possible cause of such 
attacks. 
All three agreed that the blank was totally inadequate to enable 
a physician to arrive at a proper diagnosis. Without personal 
examination of the patient, there could be no ruling out of such 
matters as brain tumor or the residual of trauma. 

One may wonder why the vice-president of the Western 
Medical Corporation was careful to emphasize the fact that no 
diagnosing is done by the firm. There is no doubt that the 
corporation through its agents could not legally “diagnose.” 
From another legal aspect, however, there appears to be a 
fiction indulged in by the corporation to suit its own purpose: 
If it is not found to be diagnosing; it should follow that it is 
not engaged in the corporate practice of medicine. It is only 
“dispensing” or “selling” drugs. This appears to be an effort at 
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defense, a defense against a quo warranto proceedings with a 
view to judgment at ouster; in plain language, a court order to 
the firm to get out of business in Illinois. It so happens that 
there is legal precedent for such action. The Illinois Attorney 
General's office might well inquire into the actual operation of 
the Western Medical Corporation. There appears to be an ex- 
cellent case for such ouster proceedings. To say the least, there 
is great moral and ethical need for such ouster, if the best 
interests of epileptics are to be served. This holds true no matter 
where they may live. 

If such action were successful, the persons who are listed on 
the firm’s letterhead as “medical staff” or “chief-of-staff” should 
then find themselves in violation of that subsection of the Illinois 
Medical Practice Act that provides for revocation of license 
under such circumstances. Subsection 9 of Section 16 provides 
as one of the bases for revocation of license the following: 

Professional connection or association with or lending one’s name to 
another for the illegal practice by another of the treatment of human 
ailments as a business or professional connection or association with any 
person, firm or corporation holding himself, themselves or itself out in 
any manner contrary to this Act. 

The Bureau urges now that those in charge of administration 
and enforcement of the Illinois Medical Practice Act nullify the 
criticism of Senator Murray. Epileptics are not getting adequate 
or expert care. The mail-order practice of medicine can never 
be justified. The Bureau has called attention in the past to the 
reprehensible character of this promotion.’ The Federal Trade 
Commission in 1943 exacted a promise from the firm to cease 
the misleading advertising practices then followed. 

Along this line here is a revealing sidelight on the true charac- 
ter of this business. “Patients” are asked for the names and 
addresses of other epileptics. The firm, on receipt of such names, 
sends promotional literature, including a booklet it calls 
“Gratitude,” to the prospective “patient.” 

“Gratitude” is a collection of testimonials of “grateful 
patients.” It has been published in at least four editions (1936, 
1938, 1943, and 1949). From edition to edition the pictures and 
letters of the same testimonial givers appear in several cases. 
The firm has modified and edited these testimonials from edition 
to edition. One wonders just whose testimonials they really are. 

In spite of Mr. Creevy’s testimony and pressure, which ap- 
parently convinced members of the Senate subcommittee, it 
seems preferable, in the light of modern scientific knowledge, 
to treat epileptics on the basis of individual care. This observa- 
tion has been summed up rather pointedly in the following 
excerpt from a letter received from a staff member of a promi- 
nent eastern neurological institute. He has commented in part: 

Epilepsy is a condition which is highly individual with respect to causes 
and treatment. Seizures may be due to brain tumor which cannot be diag- 
nosed by mail. The fact that a physician has examined the person and 
made a diagnosis of epilepsy does not mean that no neurosurgical treat- 
ment may be required. Among other things, the patient’s doctor may not 
have divulged his tears. 

Medical treatment by the [Western Medical] Corporation is limited to 
phenobarbital, since the newer medicines require personal supervision be- 
cause of the possibility of serious side effects such as allergic reactions 
or blood dyscrasia. Most patients require the use of dilantin, mesantoin, 
tridione or phenurone. However, patients taking the last three must have 
blood examinations at least monthly or personal observation in case of 
drug eruption. Obviously, such personal attention cannot be given by mail- 
order concerns, Consequently, these majority patients cannot be treated 
properly. 


2. In the Kerner case (1936) the Illinois Supreme Court ousted the 


United Medical Service, which was incorporated and “practiced medi- 
cine.”’ (200 N. E. 157). 

3. Western Medical Association: Another Phenobarbital (Luminal) Mail- 
Order Treatment 1or Epilepsy, The Propaganda for Reform, J. A. M. A. 
78: 296 (Jan. 28) 1922. Cass Treatment for Rheumatism: Another Piece 
of Chicago Mail-Order Quackery, The Propaganda for Reform, ibid. 88: 
189 (Jan. 15) 1927. The “Cass Treatment’ Trickery, The Propaganda for 
Reform, ibid. 88: 1983 (June 18) 1927. Van Ard Sanatorium: A Danger- 
ous Piece of Mail-Order “Rheumatism Cure’? Quackery, Bureau of In- 
vestigation, ibid. 94: 1255 (April 19) 1930. The Western Medical Corpo- 
ration: Selling Phenobarbital (Luminal) as a Mail-Order Treatment for 
Epilepsy, Bureau of Investigation, ibid. 101: 463 (Aug. 5) 1933. Histeen, 
Another Addition to Asthma and Hay Fever Quackery, ibid. 101: 1251 
(Oct. 14) 1933. More Nostrums in Retrospect: Condensed Reports on 
“Patent Medicines” Previously Dealt with in Greater Detail, Bureau of 
Investigation, ibid. 105: 1791 (Nov. 30) 1935. Stipulations: Agreements 
Between Federal Trade Commission and Promoters of Various Products, 
Bureau of Investigation, ibid. 125: 1058 (Aug. 12) 1944. Western Medi- 
cal Association Epilepsy Cure, Questions and Answers, Hygeia 3: 59 
(Jan.) 1925. Cramp, A. J.: Quack Epilepsy Cures, ibid. 6: 263 (May) 1928. 
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Basic Science Acts: Constitutionality of Arizona Basic Science 
Act.—An information was filed against the defendant, charging 
him with the unlicensed practice of chiropractic. Before mak- 
ing a decision, the trial judge certified certain constitutional 
questions to the Supreme Court of Arizona. 

It was stipulated that the defendant took the basic science 
examination but failed to pass. He then took the examination 
given by the board of chiropractic examiners and passed but 
was not issued a license because he had failed to pass the basic 
science examination. Later the defendant commenced the prac- 
tice of chiropractic without the proper certificate and license. 
The defendant moved to quash the information that had been 
filed against him on the ground that the basic science act of 
Arizona was unconstitutional. 

In answering the first question certified to us, said the Arizona 
Supreme Court, we are confronted with the question of the 
unlawful delegation of legislative powers to the board of ex- 
aminers. The court first said that the act itself defined the five 
basic sciences on which applicants are to be examined and that 
it did not delegate to the board of basic science examiners the 
responsibility of establishing the definition of the basic sciences, 
as the defendant contended. Nor, continued the court, does the 
act delegate legislative authority to the board, because no pro- 
vision is made for examination of applicants or the grading of 
papers. The matter of selecting questions to be asked and the 
passing on or grading the papers is purely an administrative 
duty to be performed by the board. It is well established that 
the legislature may set a general standard for the guidance of 
a board, such as was done in the basic science law, and then 
leave the administrative details to the board. The Supreme 
Court therefor concluded that the basic science act was not un- 
constitutional as an unlawful delegation of legislative power to 
the board of examiners in the basic sciences. 

The defendant next contended that the act violated the due 
process clauses of the Arizona and United States constitutions 
on the ground that the act designated no one to establish a 
definition of the terms “practice of healing” or “practicing heal- 
ing” and that no provision was made for notifying applicants 
at such time as the term “basic science” was specifically defined. 
The defendant referred to the provisions of the act defining the 
above mentioned terms and including the phrase “and not other- 
wise specifically defined.” Apparently, said the Supreme Court, 
the defendant had in mind that these provisions indicated that 
some independent definition would be made. This of course is 
erroneous as the phrase obviously means that the terms shall 
remain as defined by the provisions unless otherwise specifically 
defined. The defendant further complained that no technical 
qualifications were prescribed by the act for the members of 
the examining board and that the limitations imposed thereon 
tended to discriminate against chiropractic practice. The act 
provided that the board members be members of the faculty of 
the University of Arizona; this in itself, said the court, embodied 
certain qualifications. It cannot be said that every act establish- 
ing a board or committee that fails to specifically enumerate 
extensive and detailed qualifications for its members is for that 
reason violative of the constitutional due process clauses, in 
which a general qualification is established in the same act. The 
guarantee of due process is insured through provisions of the 
act providing for an appeal from the board’s decision to the 
superior court. The court also found that limiting the appoint- 
ments of members of the examining board to members of the 
faculty of the University of Arizona did not tend to discriminate 
against chiropractors. That was an additional regulating factor 
affecting all applicants equally. 

In a Washington case involving an attack on the Washington 
basic science law, one of the questions raised was whether a 
person intending to practice as a chiropractor was deprived of 
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due process because he was required to take an examination in 
the basic sciences. The Washington statute, said the Arizona 
Supreme Court, is identical with the Arizona statute except that 
in Washington chiropractors are not required to pass an ex- 
amination in bacteriology. The Washington court held that the 
basic science law was not unconstitutional as a denial of liberty 
and due process of law. Furthermore, the Michigan Supreme 
Court upheld an act regulating the practice of the system of 
chiropractic and held that one desiring to practice that system 
was not deprived of equal protection of the laws by being re- 
quired, as a condition for securing a license, to pass an exami- 
nation in anatomy, histology, embryology, physiology, chemistry, 
bacteriology, pathology, diagnosis, hygiene, and public health, 
despite the fact that it was shown that such subjects were not 
taught in chiropractic schools. 

Finally, the defendant contended that the act was ambiguous, 
indefinite, and a contradiction in terms. We are of the opinion, 
concluded thé court, that the legislature sufficiently and ade- 
quately defined the terms used in the basic science act. The 
Supreme Court, therefore, held that the Arizona basic science 
act Was not unconstitutional for any of the reasons raised by 
the defendant. State v. Gee, 236 P. (2d) 1029 (Arizona 1951). 


Pharmacists: Sale of Sodium Amytal Without Prescription.— 
The plaintiff sued the defendant for actual damages alleged to 
have resulted from the sale by the defendant of “sodium amytal” 
without a physician’s prescription. From a judgment in favor of 
the plaintiff, the defendant appealed to the Supreme Court of 
Oklahoma. 

The defendant, Ralph Wootan, was the owner and operator 
of a drug store wherein he had in his employ the defendant 
McMillian, as a pharmacist. The plaintiff went to the defendant's 
drug store to get some medicine to relieve a headache. The 
defendant, McMillian, sold him eight capsules containing the 
drug “sodium amytal” and instructed the plaintiff to take them in 
the same manner as he would take anacin® tablets. The plaintiff 
took two of the capsules in the drug store; the next day he took 
four, two in the morning and two later. As a result, the plaintiff 
was unconscious for two days and was away from his work for 
about eight days. He was treated during this time by a physician 
who appeared as a witness at the trial. McMillian sold the . 
medicine to the plaintiff without requiring a physician’s pre- 
scription and in violation of the law. 

Section 9, Title 23, of the Oklahoma statute provides: “In any 
action for the breach of an obligation not arising from contract, 
where the defendant has been guilty of oppression, fraud or 
malice, actual or presumed, the jury, in addition to the actual 
damages, may give damages for the sake of example, and by way 
of punishing the defendant.” On the basis of this statute, the 
plaintiff sought to recover actual damages and also punitive 
damages against the defendant because of the fact that the drug 
was sold without a physician’s prescription. Punitive damages 
were assessed by the trial court, and the defendant appealed on 
the ground that the trial court erred in giving an instruction to 
the jury. The instruction complained of was as follows: “You 
are instructed that our statutes provide that in any action for 
the breach of an obligation not arising from contract where it 
is shown that the defendant has been guilty of violation, of a 
positive criminal statute or of oppression, fraud or malice, actual 
or presumed, the jury, in addition to actual damages, may allow 
damages for the sake of example, and by way of punishing the 
defendant.” 

To entitle a plaintiff to recover exemplary damages in an 
action sounding in tort, said the Supreme Court, the proof must 
show some element of fraud, malice, or oppression. The act that 
constitutes the cause of action must be actuated by or must be 
the result of such gross negligence or such disregard of another's 
rights as is deemed equivalent to such intent. The instruction 
complained of in the case at bar, the court continued, had the 
effect of authorizing recovery of punitive damages if the de- 
fendant was merely guilty of violating a positive criminal statute. 
Such was beyond the scope and meaning of the statute and was 
in conflict with the conclusion of prior decisions of the Supreme 
Court of Oklahoma. Accordingly, the portion of the judgment 
of the trial court awarding punitive damages was reversed. 
Wootan v. Shaw, 237 P. (2d) 442 (Oklahoma 1951). 
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UNITED STATES 


A.M.A. Am. J. Diseases Children, Chicago 
83:573-718 (May) 1952 


*Studies on Interstitial Giant Cell Pneumonia: I. Report of Five Cases 
with Autopsy. M. Wolman, G. Izak, E. Freund and Z. Shamir. 
—p. 573. 

Incidence of Skin-Test Reactions Among Children in ae District: 
I. Histoplasmin. A. M. Carpenter and P. D. Spino.—p. 58 

Id.: Il. Tuberculin. A. M. Carpenter, P. D. Spino and J. 3 Hadden. 
p. 598. 

Id.: III. — A. M. Carpenter, J. C. Hadden and P. D. Spino. 

. 60: 


Allergy to Viral and Rickettsial Vaccines: II. Allergic Reactions En- 
countered and Further Studies with Refined Influenza and Mumps 
Vaccines Children. B. Ratner, S, Untracht and F. Hertz- 

mark.—p. 6 

Water Santaboliem in Water Intoxication: Review of Basic Concepts. 
J. L. Baskin, H. M. Keith and B. H. Scribner.—p. 618. 

*Scarlet Fever: Evaluation of Continuous and Intermittent Penicillin 
Therapy. P. L. Mathieu Jr., B. J. Mathieu and E. J. West.—p. 628. 
Acetic Acid Aerosol in Treatment of Purulent Bronchiectasis Due to 

Pseudomonas Aeruginosa. W. W. Currence.—p,. 637. 

Premature Infant Mortality. M. B. Brooks, A. B. Cass and R. F. 
Chinnock.—p. 642. 

Circulation Times in Newborn Infants by Fluorescein Method. R. E. 
Lesser, R. Meyer and A. T. Henderson.—p. 

Extreme Eosinophilia, Increased Blood Heterophile- Agglutination Titer, 
and Hyperglobinemia. H. K. Silver, P. Henderson and A. Contopoulos. 
—p. 649, 

Congenital Direct Communication Between Biliary System and Respira- 
tory Tract. E. B. D. Neuhauser, M. Elkin and B. Landing.—p. 654. 

Rectal Lesions ‘of Lymphogranuloma Venereum in Childhood: Review 
of Literature and Report of Case in 10-Year-Old Boy with Rectal 
Stricture. L. Banov Jr.—p. 660. 

Primary Malignant Tumor of Pancreas in 15-Month-Old Boy. R. O. 
Warthen, M. C. Sanford and E. C. Rice.—p. 663. 


Interstitial Giant Cell Pheumonia.—The clinical and pathological 
changes in five infants between the ages of 3 weeks and 1 year 
with interstitial giant cell pneumonia are described. There was 
clinical evidence of bronchial involvement without consolida- 
tion. Three patients had diarrhea and were dehydrated, and two 
of them had evidence of nonpurulent pharyngitis. The tempera- 
ture was either normal or subfebrile. The two patients who were 
treated with sulfonamide drugs, penicillin, and streptomycin did 
not respond to the treatment. All the patients died, and three of 
them suddenly, without premonitory symptoms. Necropsy was 
performed in all. Besides the usual findings of interstitial pneu- 
monia, there was pathological evidence of generalized lymphatic 
tissue involvement. Epithelial giant cells containing cytoplasmic 
inclusion bodies were found in the alveoli and bronchi. Inter- 
stitial giant cell pneumonia is considered to be due to a virus. 
Such a view is supported by the presence of intracellular in- 
clusion bodies, by the epithelial proliferation and metaplasia, 
by the interstitial type of the pneumonic process, and by the 
noncontributory bacteriological findings. In the authors’ cases 
there was no clinical evidence of measles, nor were there changes 
in the lymphoid tissues similar to those described in measles. 
Interstitial giant cell pneumonia resembles the disease called 
virus pneumonia of infants, plasma cell pneumonia, or pneu- 
monia of premature infants except for the presence of giant 
cells. It is suggested that interstitial giant cell pneumonia and 
virus pneumonia of infants represent a single disease entity 
caused by a virus. 


Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.”’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them. 


Titles marked with an asyerisk (*) are abstracted. 


Penicillin in Scarlet Fever.—Continuous and intermittent treat- 
ment with penicillin was given to 386 patients with scarlet fever. 
Of the 386 patients, 119 received 20,000 to 40,000 units of an 
aqueous solution of penicillin G intramuscularly every three 
hours for seven days. The other 267 patients were given 300,000 
units of procaine penicillin intramuscularly every 24 hours for 
seven days. Results in the treatment of scarlet fever were equally 
good with both regimens. Ninety per cent of all patients were 
afebrile 72 hours after treatment with penicillin was started. 
More than 90% were free from Streptococcus pyogenes within 
24 hours. The number of complications was reduced. In 8% 
of the patients nonsuppurative complications developed after 
treatment was discontinued. With penicillin administered every 
three hours suppurative complications occurred in 1.7% of the 
cases, and with penicillin administered every 24 hours in 0.8% 
of the cases. There were no late sequelae in any patient. The 
relative mildness of scarlet fever during the past years and the 
extreme sensitivity of the hemolytic Streptococcus organism to 
penicillin have combined to eliminate mortality due to this 
disease and to reduce the incidence of early and late complica- 
tions. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 
67:419-584 (April) 1952 


Abraham Lincoln’s Organic and Emotional Neurosis. E. J. Kempf. 
—p. 419, 

Chronic Psychogenic Hyperventilation. S. B. Guze, J. Gabbard, A. Roos 
and G. Saslow.—p. 434. 

Evaluation of Electromyogram of Patients with Myasthenia Gravis. S. Y. 
Botelho, C. F. Deaterly, S. Austin and J. H. Comroe Jr.—p. 441. 

Hypothalamic Syndromes Complicating Antirabies Vaccination. A. J. S. 
McFadzean.—p. 451. 

*Trihexyphenidy! (Artane®), Stramonium, and Nonchemotherapy of 
Paralysis Agitans. B. Berkowitz and E. Alvermann.—p. 462. 

Experimental Cerebellar Seizures. H. C. Johnson, A. E. Walker, K. M. 
Browne and J. W. Markham.—p. 473. 

Ribosuria: Clinical Test for Muscular Dystrophy. W. F. Orr and A. S. 
Minot.—p. 483 

Theory of Frontal Lobe Function. R. Arnot.—p. 487. 

Cerebral Angiography with lodopyracet Injection USP. (Diodrast ®): 
Its Dangers, Particularly in Hydrocephalic Infants. I]. M. Tarlov and 
M. Rosenberg.—p. 496. 

Effects of Frontal Lobotomy on Morphine-Abstinence Syndrome in Man: 
Experimental Study. A. Wikler, M. J. Pescor, E. P. Kalbaugh and 
R. J. Angelucci.—p. 510. 

Effect of Epinephrine on Cortical and Basal Electroencephalograms and 
Eosinophile Count. L. A. Gottschalk.—p. $22 

Psychosomatic Aspects of Multiple Sclerosis. H. A. Teitelbaum, B. H. 
Hall and R. E. Phillips.—p. 535. 

Expanding Concepts in Neurophysiology. M. A. B. Brazier.—p. 545. 


Trihexyphenidy! (Artane"), Stramonium, and Nondrug Therapy 
of Paralysis Agitans.—Many patients with paralysis agitans 
(Parkinson’s disease) will be benefited by a combination of drug 
therapy, physical therapy, and psychotherapy. Objective criteria 
for measuring changes during therapy were established by record- 
ing the patient’s efficiency in performing 16 exercises designed to 
measure function. Subjective changes were evaluated by the pa- 
tient’s answers to 34 standard questions, asked each week. One 
group of 19 patients were given stramonium, and another of 17 
patients were given trihexyphenidyl (artane™). Five patients 
added after the start of the experiment received no drug therapy 
during the initial period; later, two were given stramonium, and 
three trihexyphenidyl. The first period of treatment lasted 16 
weeks; in the second period of 14 weeks, the drugs were changed 
so that the first group received trihexyphenidyl and the second 
stramonium, The patients were not told what drugs they were 
receiving, or that the drugs were changed. Trihexyphenidyl was 
not demonstrably superior to stramonium. Improvement ascribed 
to medication is often the result of physical therapy and psycho- 
therapy. The patients in both groups and the five added later 
showed an objectively measurable improvement after 16 weeks; 
the mean level of efficiency in the objective tests was not greater 
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after 30 weeks than after 16. Mental activities, however, seemed 
to improve continuously with practice. Subjective evaluation 
may be misleading; objective tests often failed to substantiate 
changes reported by the patient. 


A.M.A. Arch. Otolaryngology, Chicago 
$5:405-524 (April) 1952 


SYMPOSIUM ON FACIAL PARALYSIS 


Bell’s Palsy. R. C. Martin.—p. 405. 
Management of Traumatic Lesions of Facial Nerve. F. D. Lathrop. 
—p. 401. 
Summation of Papers on Management of Facial Paralysis. S. Bunnell. 
417 


Some Viewpoints on Operative Treatment in Méniére’s Disease. 
P. Frenckner.—p. 420. 
Some — of Histamine in Méniére’s Disease. N. G. Richtnér. 
434, 


Treatment of Otitis Media Caused by Pseudomonas Aeruginosa in Infants 
with Neomycin. A. M. Lazar, M. Goldin and H. Auerbach.—p. 444. 

James Lawrence Little, a Forgotten Pioneer. J. J. Rainey.—p. 451. 

Treatment of Antro-Oral Fistula with Particular Reference to Use of 
Streptokinase and Streptodornase. J. M. Miller and P. H. Long.—p. 453. 

Speech Audiometry in Practical Use. F. L. Weille.—p. 456. 

Method of Distinguishing Conductive Deafness from Perceptive Deatness: 
Preliminary Report. T. Suzuki and T. Hirose.—p. Ss 

Umbo in Secretory Otitis Media. L. E. Wible.—p. 468. 

The Paranasal Sinuses. S. Salinger.—p. 489. 


American Journal of Clinical Pathology, Baltimore 
22:301-402 (April) 1952 


*Acquired Hemolytic Anemia. A. S. Wiener, A. A. Samwick, M. Morrison 
and L. Loewe.—p. 301. 

Preservation of Dried and Frozen Plasma Over 10-Year Period. M. M. 
Strumia, J. J. McGraw Jr. and G. E. Heggestad.—p. 313. 

Plasma Ac-Globulin Changes in Placenta Abruptio. J. F. Johnson, W. H. 
Seegers and R. C. Braden.—p. 322. 

*Renal Papillary = A. Knutsen, E. R. Jennings, O. A. Brines and 
A. Axelrod.—p. 

Evaluation of > na Moditication of Middlebrook-Dubos Test for 
Tuberculous Antibodies. B. Gerstl, D. Kirsh, E. M. Andros and 
others.—p. 337. 

Determination of Concentration of Least Coagulable Protein (Huggins’ 
Test): Study of Over 1,100 Consecutive Clinic Admissions. L. A. 
Schneider, J. L. Eisaman and R. E. Berger.—p. 345. 

Adrenocortical Function in Portal Cirrhosis. A. J. Finestone and C. R. 
Shuman.—p., 348. 

Atheroscierosis: In Vitro Study of Pathogenesis of Atherosclerosis. 
S. M. Evans, H. K. Ihrig, J. A. Means and others.—p. 354. 

Simplified Index of Pathologic Diagnoses. E. Woll.—p. 364. 


Acquired Hemolytic Anemia.—Three unusual examples of 
acquired hemolytic anemia are described, with special reference 
to the role of autoantibodies in the pathogenesis of the disease. 
The first patient was a woman with “coated” red cells but with- 
out demonstrable autoantibodies or isoantibodies in her serum; 
nevertheless she died following severe hemolytic reactions 
after transfusions of blood that was compatible in vitro. The 
second patient had thrombocytopenia in addition to anemia and 
icterus, and did not immediately improve following splenectomy. 
Hemolytic transfusion reactions were explained by sensitization 
to the Kell (or Si) factor, and avoided by transfusing Kell- 
negative blood, but the purpura did not improve. The patient's 
serum failed to clump her own unmodified red cells at body 
temperature, but autoagglutination occurred at body tempera- 
ture and refrigerator temperature when the red cells were first 
treated with proteolytic enzymes. The patient showed clinical 
improvement when transfusions were withheld and corticotropin 
was administered. The blood count rose but the purpura per- 
sisted. Following discharge trom the hospital the blood count 
and platelet count became normal. Possibly this improvement 
represents a delayed effect of the splenectomy. To date, the 
patient has remained well, even though the autoantibodies are 
still demonstrable in low titer, the cells have become coated 
again, and the sedimentation rate remains elevated. The third 
patient had hemolytic anemia as a complication of atypical 
pneumonia. The anemia was explained by the demonstration of 
potent cold autoagglutinins in the patient’s serum (titer 1,000 
units for untreated cells at refrigerator temperature, but scarcely 
any reaction at body temperature). The patient was given four 
transfusions of whole blood and recovered completely from the 
anemia. These observations illustrate the graver significance of 
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autoantibodies, which act preferentially at body temperature 
even though of low titer, while the patient in case 3 shows 
that hemolytic anemia due to cold autoantibodies usually has 
a good prognosis even though the antibodies are of high titer. 


Renal Papillary Necrosis.—Renal papillary necrosis has only 
recently become generally recognized as a distinct pathological 
entity that occurs almost exclusively in patients with diabetes 
mellitus or chronic obstruction of the urinary tract. Papillary 
necrosis, renal papillitis, necrotizing renal papillitis, medullary 
necrosis, necrotizing pyelonephritis, and papillitis renis necrot- 
icans are some of the synonyms for this term. Of the 16 cases 
described in this report, 14 were verified at necropsy, | by the 
examination of a surgically removed kidney, and 1 by the 
examination of a necrotic papilla removed cystoscopically. 
Eleven of the patients were diabetic and four of the remainder 
had urinary tract obstruction. Six patients exhibited an acute 
rather fulminating clinical course characterized by several renal 
or systemic infections with fever, pyuria, progressive azotemia, 
coma, and death within 17 days of the onset. Fight patients, five 
of whom are diabetic, had a subacute course that lasted from 
30 to 100 days. The third clinical pattern was shown by two 
patients, both of whom had unilateral renal stone with severe 
colic and hematuria that were self-limited. The gross and his- 
tological changes in the kidneys do not support the hypothesis 
that there is a “reverse Trueta shunt” in the development of 
renal papillary necrosis. Thrombosis was rare. Arteriosclerosis, 
arteriolosclerosis, and bacterial infection were the commonest 
and most consistent findings in the kidneys, and it is assumed 
that the earlier onset and greater severity of such vascular 
changes in patients with diabetes may explain also the high 
incidence of renal papillary necrosis in diabetic patients. Renal 
ischemia from vascular disease seems to be the most important 
predisposing factor in the pathogenesis of the lesion in man. 
The normal relative ischemia of the renal papillae and sub- 
jacent pyramids apparently localizes the lesion to its charac- 
teristic site. 


American Journal of Obstetrics & Gynecology, St. Louis 
63:717-950 (April) 1952. Partial Index 


*Postoperative Recognition and Further Management of Unsuspected 
Cervical Carcinoma. W. F. Finn.—p. 

Bilateral Paravesical-Supravesical Approach for Extraperitoneal Cesarean 
Section. G. A. Bourgeois and L. E. Phaneuf.—p. 730. 

Pregnancy Associated with Congenital Abnormalities of Female Re- 
productive Tract. A. N. Fenton and B. P. Singh.—p. 744. 

Hodgkin’s Disease. in Pregnancy with Report of 12 Cases. J. P. 
Hennessy and A. Rottino.—p. 756. 

Pelvic Outlet. D. J. McSweeney.—p. 765. 

Etiology of Pre-Eclampsia-Eclampsia: IV. Sodium Chloride Test for 
Diagnosis of Pre-Eclampsia. W. J. Dieckmann, R. E. Pottinger and 
L. M. Rynkiewicz.—p. 783. 

Education for oo in Private Practice: 450 Consecutive Cases. 
H. L. Miller, F. E. Flannery and D. Bell.—p. 792. 

Primary Adenocarcinoma of Cervix. T. K. Hepler, M. B. Dockerty 
and L. M. Randall.—p. 800. 

Etiology of Postpartum Hemorrhage. P. Terzian.—p. 809, 

Morbidity After Cesarean Section: Clinical Evaluation of Prophylaxis 
with Aureomycin in 100 Consecutive Cases. D. W. Beacham, J. L. 
Turner and W. D. Beacham.—p. 818. 

Uterine Malformations in Management of Sterility and Infertility. W. 
Steinberg.—p. 827. 

Adenocarcinoma of Endometrium, Clinicopathologic Study. R. N. Me- 
Garvey and W. E. Gibson —p. 8: 

Further Studies on Inactivation of Pitressin Antidiuretic Effect by Blood 
of Pregnant Women. C. P. McCartney, F. J. Vallach and R. E. 
Pottinger.—p. 847. 

Conservative Treatment of Eclampsia. E. G. Waldrop and G. C., 
Blanton Jr.—p. 856. 

Extraperitoneal Cesarean Section. Experience with 30 Cases. U. E. Anz, 
G. H. Ward and A. M. McCarthy.—p. 861. 

Thiourea Derivatives and Fetus: Review and Report of Case. W. R. 
Hepner Jr.—p. 869. 

Upper Age Limit of Parturition: Review of Literature. J. W. Newell 
and J. Rock.—p. 87 

Fructose and Fructolysis in Human Semen. C. H. Birnberg, D. A, 
Sherber and R. L. Kurzrok.—p. 877. 

Rate of Growth of Uterine Myomas. H. Speert.—p. 880. 


Cancer of Cervix Diagnosed After Hysterectomy.—Carcinoma 
of the cervical stump is apparently declining owing to the in- 
creased use of total hysterectomy, but about 1% of the total 
hysterectomies performed for myoma or uterine prolapse at 
the woman’s clinic of the New York Hospital between 1947 and 
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1951 resulted in the detection of hitherto unsuspected cervical 
cancers. Nineteen of these 21 patients had squamous cell car- 
cinoma (9 in stage 0 and 10 in stage 1), while two had adeno- 
carcinoma. Sixteen of the cancers had no physical signs, while 
five deserved further preliminary study, because of erosion, 
contact bleeding, or postmenopausal bleeding. Multiple biopsies 
of the squamocolumnar junction and curettage or aspiration 
smears of the endocervix would have resulted in preoperative 
diagnosis of the cancer. Nine of the cancers were in the endo- 
cervix and 10 at the squamocolumnar junction, while only 2 
were on the exocervix. The cervical cancers that are most 
likely to be undiagnosed are (1) those of the endocervical canal, 
(2) squamocolumnar junction cancers, (3) very early cancers ot 
the exocervix, and (4) cancer associated with descensus. None 
of the patients with stage 0 cancer were treated further. One- 
half of the patients with stage | cancer, and all of the patients 
with adenocarcinoma received irradiation. No additional surgery 
was done to remove tubes or ovaries. All patients are living and 
have no evidence of recurrence. Fourteen patients have been 
observed for over two years. 


American Journal of Ophthalmology, Chicago 
35:463-626 (April) 1952 


Surgical Treatment of Congenital Glaucoma: New Contact Lens for 
Goniotomy. M. U. Troncoso.—p. 463. 

Neurovascular Mechanism and Control of Intraocular Pressure. E. 
Schmerl and B. Steinberg.—p. 469. 

Experimental Pupil-Block Glaucoma. E. Wortham.—p. 477. 

Progressive Myopia with Glaucoma. E. H. Bedrossian.—p. 485. 

Lens-Induced Uveitis and Glaucoma. Part III. ““Phacogenetic Glaucoma”: 
Lens-Induced Glaucoma; Mature or Hypermature Cataract; Open 
Iridocorneal Angle. S. R. Irvine and A. R. Irvine Jr.—p. 489. 

Hereditary Craniofacial Dysplasia. O. D. Pinkerton and F. J. Pinkerton. 
—p. 500. 

Leonardo Da Vinci: Of the Eye. Original New Translation from Codex 
D. N. Ferrero.—p. 507. 

Progressive Essential Atrophy of Iris: Case History with Pathologic 
Report. L. F. Carter.—p. $22. 

Criteria and Guide for Evaluation of Ocular Prostheses. E. G. Bethke. 

Simple After-Image Test: Its Diagnostic Significance in Clinical Ophthal- 
mology. R. H. Bock.—p. 537. 

Hereditary Hemorrhagic Telangiectasia: Report of Case. N. E. Miles. 
—p. 543. 

*Ocular Sarcoidosis: Report of Three Cases. J. C. Ozazewski and Van 
Bennett.—p. 547. 

Ocular Sarcoidosis. J. Laval.—p. 551. 

Ophthalmia Nodosa. T. Gundersen, P. Heath and L. K. Garron.—p. 555. 

Experimental Retinal Detachments and Use of Physiologic Glue in 
Rabbits’ Eves. R. W. Robertson and S. Y. Shirley.—p. 565. 

Bilateral Uveitis, Poliosis, and Vitiligo: With Hereditary Factor. G. E. 
Flynn.—p. 568. 

Tuberculous Choroiditis Associated with Xanthoma Tuberosum. E. Rosen. 
—p. 573. 

Cataracts and Retinopathy in Juvenile Diabetes. W. G. Marr.—p. §77. 


Ocular Sarcoidosis.—Sarcoidosis is characterized by the presence 
in Organs or tissue of epithelioid-cell tubercles, and refractile or 
apparently calcified bodies are frequently present in the giant 
cells of the tubercles. The characteristic lesions may be replaced 
by fibrosis, hyalinization, or both. Three cases of Boeck’s sarcoid 
involving the uveal tract are presented. The first patient showed 
precipitates on the corneal endothelium, and had only enough 
vision to count fingers at 18 inches. Enlarged inguinal nodes 
were present, and a biopsy revealed sarcoid. The patient re- 
ceived a total of 360 mg. of corticotropin, parenterally adminis- 
tered, but there was no improvement in vision. The second 
patient had posterior keratic deposits, as well as a choroidal 
lesion in the left fundus that was thought to be sarcoid. Biopsy 
of an enlarged femoral node revealed lesions of Boeck’s sarcoid. 
This patient received a course of old tuberculin, with no im- 
provement. A total of 100 gm. of urethane was administered. 
Vision improved in the left but not in the right eye. The third 
patient had myocardial, pulmonary, and skin sarcoidosis in 
addition to the uveal disease. She received 240 mg. of cortico- 
tropin systemically and cortisone was applied locally. Improve- 
ment was marked. The final refraction gave vision of 20/70 
in the left eye, which had been virtually blind; in the right eye 
vision improved from light perception to 20/30. It is felt that 
corticotropin and cortisone may be of some value in the treat- 
ment of sarcoidosis involving the ocular structures, and the 
results in case 3 warrant further trials with these hormones. 


J.A.M.A., Aug. 16, 1952 


American Journal of Physiology, Baltimore 
168:269-S56 (Feb.) 1952. Partial Index 


Hypoprothrombinemia in Biliary Fistula Dogs Induced by Minute Doses 
of Dicumarol. J. B. Field.—p. 287. 

Production and Excretion of Cholesterol in Mammals: VI. Bile Acid 
Accumulation in Production of Hypercholesteremia Occurring After 
Biliary Obstruction. M. Friedman and S. Byers.—p. 292. 

Intestinal Absorption of Sodium Chloride Solutions as Influenced by 
Intraluminal Pressure and Concentration. D. D. Blickenstaff, D. M. 
Bachman, M. E. Steinberg and W. B. Youmans.—p. 303. 

Removal of Intravenously Injected Fat from Circulation and Its Appear- 
ance in Thoracic Duct Lymph. H. C. Meng.—p. 335. 

Effect of Repeated Acute Exposures to High Altitude on Longevity in 
Rats. P. D. Altland and B. Highman.—p. 34S. 

Body Weight, Fasting and Forced Feeding After Whole Body X-Irradia- 
tion. W. W. Smith, I. B. Ackermann and F. Smith.—p. 382. 

Influence of Protein and Calorie Intake upon Certain Reproductive 
Functions and Carcinogenesis in Mouse. Y. Chiung Puh Lee, J. T. 
King and M. B. Visscher.—p. 391. 

Effects of Various Concentrations of Adrenocorticotrophic Hormone on 
Electrical Activity of Brain and on Sensitivity to Convulsion-Inducing 
Agents. C. Torda and H. G. Wolft.—p. 406. 

Specificity of Hemolytic Reaction in Vitamin E-Deficient Erythrocytes. 
C. S. Rose and P. Gyorgy.—p. 414. 

Effect of Physical Variables on Adhesion in Clots Formed From Fibri- 
nogen and Thrombin. P. R. Morrison ana A. Seiler.—p. 421. 

Traumatic Shock: XXI. Effectiveness of Antibiotic in Experimental 
Hemorrhagic Shock. H. A. Frank, S. W. Jacob, F. B. Schweinburg 
and others.—p. 430, 

Effect of Tetraethylammonium Chioride on Mammalian Skeletal Muscle 
Action. W. J. Atkinson J1.—p. 442, 

Pressure Flow Relations in Kidney: Alleged Effects of Pulse Pressure. 
E. R. Ritter.—p. 480. 

Effect of Chronic Salt Depletion on Blood Pressure of Renal Hyper- 
tensive Dogs. J. Frieden, J. Stamler, W. Hwang and others.—p. 500. 

Effect of Adrenaline, Nor-Adrenaline and Hemoglobin on pH of Urine. 
J. U. Schlegel.—p. 522. 


American Journal of Surgery, New York 
83:613-720 (May) 1952 


SYMPOSIUM ON MAXILLOFACIAL SURGERY 
Treatment of Burns of Eyes. D. Vail.—p. 615. 
Burns of Nose. J. G. Kostrubala.—p. 617. 
Burns of Mouth. L. W. Schultz.—p. 619. 
Problem of Fractured Mandible. W. F. Harrigan.—p. 622. 
Bone Transplanting to Mandible. V. H. Kazanjian.—p. 633. 
Vascular Tumors of Head and Neck. J. W. Hendrick.—p. 640. 
Parotid Gland Tumors and Their Surgical Management. R. W. Mce- 
Nealy and J. W. McCallister.—p. 648. 
Surgery for Inguinal Hernias in Infancy and Childhood. C. J. Heifetz. 
—p. 
*Cancer of Rectum Diagnosed by Sponge Biopsy. S. A. Gladstone. 
—p. 664. 
Cure of Bladder Fistulas. G. A. Bourgeois.—p. 671. 
Fractures About Ankle Joint. F. J. Cox and W. W. Laxson.—p. 674. 
Persistent Omphalomesenteric Duct: Incidence Relative to Meckel’s 
Diverticulum. K. L. Brown and D. M. Glover.—p. 680. 
Pre- and Postoperative Care for Anorectal Pathologic Conditions. 
F. H. Murray.—p. 686. 
De Quervain’s Tendovaginitis. J. D. Piver and R. B. Raney.—p. 691. 
fechnic for Lumbar Sympathetic Ganglionectomy. J. L. Madden. 
—p. 695. 


Cancer of Rectum Diagnosed by Sponge Biopsy.—-Sponge biopsy 
is a Surface biopsy in which tissue is collected with a sponge 
for microscopic examination. Its efficacy was first tried on 
10 surgical specimens from patients with cancer of the colon. 
Pieces of sponge were firmly rubbed over the base and margins 
of the ulcerating lesions. Examination of the sponges and ab- 
sorbed contents revealed the presence of diagnosable cancerous 
tissue in each instance. Then sponge biopsies trom 52 patients 
with rectal lesions were studied, and 15 were diagnosed as 
positive for cancer. In 14 the diagnosis was confirmed by sur- 
gical biopsy or surgical specimen. In one case additional tissue 
for confirmation was not available. but subsequent laparotomy 
revealed an annular lesion of the colon with metastases to the 
liver. A single piece of tissue removed by surgical biopsy may 
miss the cancer, but this is not likely with sponge biopsy, which 
provides many small tissue particles from different areas of the 
ulcer base and margins. The prognosis of a cancer large enough 
to be recognizable clinically is likely to be poor, but total re- 
moval and complete cum may be possible with a small ulcer 
that can be identified as cancer only by microscopic examination. 
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Am. J. Tropical Medicine & Hygiene, Baltimore 
1:177-360 (March) 1952. Partial Index 


Public Health Practice and Population Pressure in the Tropics. P. F. 
Russell.—p. 177. 

Complement Fixation Tests as Aid in Differential Diagnosis of Fxtra- 
Intestinal Amebiasis. §. C. McDearman and W. B. Dunham.—p. 182 
Susceptibility of Certain Species of Panamanian Monkeys to Virus of 

Acute Anterior Poliomyelitis. E. C. de Rodaniche.—p. 205. 

Periodicity in Annual Incidence of Reported Cases of Yellow Fever 
During Past 50 Years. H. W. Kumm.—p. 210. 

Quantitative Study of Amino Acids of Blood Plasma of African Patients 
Afflicted with Yaws. D. M. Eny and D. M. Qualls.—p. 220. 

Unusual Findings of Filarial Infections in Man. E. C. Faust, M. Agosin, 
A. Garcia-Laverde and others.—p. 239. 

Histopathology of Experimental Schistosomiasis: I. Hepatic Lesions in 
Mice Infected ry S. Mansoni, S. Japonicum and S. Haematobium. 
H. E. Meleney, D. V. Moore, H. Most and B. H. Carney.—p. 263. 

Studies on Schistosomiasis Japonica in Formosa. H. F. Hsii, S. Y. Li, 
K. Wang and others.—p. 2 

Some Observations on Diphyllobothrium Latum from Shagzwa_ Lake, 
Minnesota. P. P. Weinstein and J. G. Appelget.—p. 302. 

Diethylcarbamazine (Hetrazan) in Experimental Trichinosis. T. B. Magath 
and J. H. Thompson Jr.—p. 

Common House Roach, Blattella Germanica Linn., as Potential Vector 
of Salmonella Typhimurium and Saimonella Typhosa. W. A. Janssen 
and S. E. Wedberg.—p. 

Criteria for Assessing Fat Absorption in Normal Subjects and Sprue 
Patients. C. Asenjo.—p. 344. 


Anesthesiology, New York 
13:119-230 (March) 1952 


Respiratory Patterns During Nitrous Oxide-Oxygen-Ether Anesthesia. 
R. W. Ridley and A. Faulconer Jr.—p. 

Functional Anatomy of Lung. L. D. Vandam.—p. 130. 

Preoperative and Postoperative Respiratory Studies. C. S. Hellijas, 
V. W. Corder, R. T. Maurer and R. Kay.—p. 142. 

Contributions of Electrocardiography to Anesthesia for Chest Surgery. 
K. Fisher and T. Winsor.—p. 

Electrocardiographic Changes During Extubation: Study of Electro- 
cardiographic Patterns During Endotracheal Anesthesia Including 
Those Seen During Intubation, Endotracheal Suction, and Particularly 
ee J. G. Converse, C. Landmesser and M. H. Harmel. 
—p. 16 

Use of = in Subposologic Quantities for Bronchoscopy and 
Bronchography. A. A. Carabelli.—p. 169. 

Densities of Common Spinal Anesthetic Solutions at Body Temperature. 
H. Davis and W. R. King.—p. 184. 

Paresis of Abducens Nerve a Spinal Anesthesia. R. J. Kenned: 
and G. Lockhart HI.—p. 189 

Evipal for Induction of Anesthesia. C. L. Burstein.—p. 193. 

Electrocardiographic Changes During Ethyl Chloride and Vinyl Ether 
Anesthesia in Dog and Man. O. F. Bush, G. Bittenbender and 
J. Adriani.—p. 197. 

Place of Leather-Soled Shoes in Prevention of Anesthetic Explosions. 
B. A. Greene.—p. 203. 

*Use of Sciatic Nerve Block for Producing Vasodilatation of Lower 
Extremity and Comparative Study with Paravertebral Lumbar 
Sympathetic Ganglion Block. M. J. Marmer.—p. 207. 


Sciatic Nerve Block in Therapy of Peripheral Vascular Diseases. 
—The sciatic nerve was blocked with 10 cc. of 1° procaine 
solution in 42 patients, and paravertebral lumbar sympathetic 
block was done in |1 patients with peripheral vascular diseases. 
Readings of the surface temperature of each toe, heel, and ankle 
showed that sciatic nerve block is as effective as lumbar sympa- 
thetic ganglion block, and sometimes a greater degree of vaso- 
dilatation is obtained. In the four patients in whom sympathetic 
block was performed on one side first and then sciatic block 
on the other, the rise in temperature of the foot was more 
rapid, more sustained, and greater with sciatic block. Tempera- 
ture rises varied from 0.5 F to 22 F, and the more complete the 
block the greater the degree of vasodilatation. The temperature 
rises within 10 minutes after the block, reaches its maximum in 
20 to 30 minutes, and remains elevated for at least one hour. 
With this method total paralysis of the foot persists for about 
45 minutes, with no pain for the patient, who feels at ease and 
seems to enjoy the increased warmth of the foot. After the 
anesthesia wears off, the patient experiences euphoria. Two 
patients with intermittent claudication obtained relief, thus sug- 
gesting an increase of blood flow to the muscles. Sciatic nerve 
block is easier to perform and less painful than paravertebral 
lumbar sympathetic ganglion block, and complications are 
rarer. None was reported in &hese 42 patients, whereas in | otf 
the, 11 patients in whom sympathetic block was performed a 
cardiovascular accident resulted in right hemiplegia. 
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Annals of Allergy, Minneapolis 
10:109-244 (March-April) 1952. Partial Index 


Survey of Airborn Fungus Spores of Boston Area in Relation to Inhalant 
Allergies. L. Kaplan.— 9. 

Relief of Itching by Oil ‘Soluble and Suspendable Epinephrine Com- 
pounds. H. A. Abramson.—p. 117. 

Prolonged Epinephrine Action: Report on Use of Epinephrine Sus- 
pension. A. H. Unger and L. Unger.—p. 128. 

Methods of Immunization Employed in Treatment of Sinusitis. F. K. 
Hansel.—p. 131. 

Allergic Eczematous Sensitization to Neomycin. R. L. Baer and J. S. 
Ludwig.—p. 136. 

Treatment of Allergic Disease with Combination of Antihistamine and 
a Preliminary Report. B. B. Schoenkerman and R. S. Justice. 

138, 

oun Unusual Experiences in Practice of Allergy. 1. S. Kahn.—p. 142. 

Combined Injection of Massive Doses of Pollen Extract and Antihista- 
mines. Study IV. Preliminary Report. A. L. Maietta.—p. 147. 

Effect of Bacterial Antigen Plus Antibody on Bronchial Asthma. K. A. 
Baird.—p. 15 

Successful Treatment of Eczema of Ear Canal. K. A. Baird and G. C. 
Gaulton.—p. 

Allergy in Relation to Prevention of “Colds.”’ M. C. Cheney.—p. 163. 

Peroral Prophylaxis of Poison Ivy Dermatitis. J. P. Besser and J. Urbach. 
—p. 169, 

Newer Antihistamines: Effectiveness and Side Effects of Long-Continued 
Use of Ambodryl. T. H. McGavack, J. Weissberg and A. M. Shearman. 
—p. 172 

Absorption of Aminophylline (Theophylline arenes from 
Rectum. S. H. Waxler and H. B. Moy.—p. 1 

Hypoaltlergic Penicillin: IV. Chlor-Trimeton- S. W. Simon. 

Treatment of Hay Fever by Intravenous Antihistamine. G. K. Spearman. 
—p. 192. 


Circulation, New York 
5:481-640 (April) 1952 


Etfect of Aging and of Development of Disease on Ballistocardiogram: 
Study of 80 Subjects, Originally Healthy, Followed from 10 to 14 
Years. 1. Starr and E. A. Hildreth.—p. 481. 

Tissue Distribution and Excretion of Radioactive Digitoxin: Studies on 
Normal Rats and Cats, and Rats with Dhietary-Induced Myocardial 
Lesions. C. S. Fischer, A. Sjoerdsma and R. Johnson.—p. 496, 

Certain Mechanical Peculiarities of Human Cardiac Pump in Normal 
and Diseased States. G. E. Burch, C. T. Ray and J. A. Cronvich. 
—p. 504 

*Obesity, Fat Metabolism and Cardiovascular Disease. J. W. Gofman 
and H. B. Jones.—p. $14. 

Studies in Experimental Pericardial Tamponade: Effects Intra- 
vascular Pressures and Cardiac Output. J. Metcalfe, J. W. Wood- 
bury, V. Richards and C. S. Burwell.—p. 518. 

*Use of Combination of Anion and Cation Exchange Resins in Treat- 
ment of Edema and Ascites. B. L. Martz, K. G. Kohlstaedt and O. M. 
Helmer.—p. 524. 

Studies of Plasma Quinidine Content: III. Value of Delayed Absorptive 
Coated Tablets in Oral Quinidine Therapy. J. J. Sampson, H. Fore- 
man and B. C. Solomon.—p. 534. 

Etiologic Concept of Atherosclerosis Based on Study of Intimal Alltera- 
tions After Shock. O. J. Pollak.—p. 539. 

Effects of Intravenous Procaine and Procaine Amide (Pronestyi) upon 
Ectopic Ventricular Tachycardia Accompanying Acute Myocardial 
Intarction, A. S. Harris, A. Estandia, T, J. Ford Jr. and others. 
—p. 551. 

Electrocardiogram in Heart Disease Detection: Comparison of Multiple 
and Single Lead Procedures. T. R. Dawber, W. B. Kannel, D. E. 
Love and R. B. Streeper.—p. 559. 

Vasodilator Effects of Substance Present in Normal Human Urine in 
Comparison with Effect of Methacholine and Sodium Nitrite: Statis- 
tical Analysis of Reliability of Method of Assay. H. D. Green, J. M. 
Little, C. G. Gaddy and oth.'s —p. 567. 

Effect of Sympathectomy for Essential Hypertension on Hallucal Cuir- 
culation. M. Mendlowitz and S. Touroff.—p. 577 

Factors Influencing Circulation Time. M. L. Pearce. A 2. Lewis and 
M. R. Kaplan.—p. 583. 

Observations Concerning Metabolism of Cholesterol in’ Hypo- and 
Hyperthyroid Rat. R. H. Rosenman, M. Friedman and S. O. Byers. 
—p. 589. 

Tissue Clearance as Measure of Nutritive Blood Flow and Effect of 
Lumbar Sympathetic Block upon Such Measures in Calf Muscle. 
S. I. Rapaport, A. Saul, C. Hyman and M. E. Morton.—p. 594. 

Abnormal Serum Lipid Pattern in Patients with Coronary Arterio- 
sclerosis. A. Steiner, F. E. Kendall and J. A. L. Mathers.—p. 605. 

Functional Importance of Coronary Collaterals. C. J. Wiggers.—p. 609. 


Obesity, Fat Metabolism, and Cardiovascular Disease.—In 
previous reports concerning serum lipid transport via_ lipo- 
proteins, Gofman and Jones established that certain clasées of 
lipoproteins are closely associated with development of human 
atherosclerosis. Then they decided to determine whether obesity 
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is significantly related to the serum levels of atherosclerosis- 
associated lipoproteins, and whether any such relationship 
might explain the relation of obesity to atherosclerosis. They 
found that of the two classes of serum lipoproteins that are 
strongly associated with atherosclerosis, the S; 35-100 class is 
moderately related to obesity, whereas the S; 12-20 class shows 
a much lesser, yet significant, relationship to obesity. The posi- 
tive correlation of atherosclerosis-associated S; 35-100 and Sr 
12-20 lipoproteins with obesity provides part of the basis, and 
possibly the largest part, of the relationship of obesity with 
atheromatous vascular disease. This subtle relationship is al- 
most entirely obscured by the total serum cholesterol measure- 
ment. 


lon Exchange Resins in Treatment of Edema and Ascites.— The 
carboxylic acid type of cation exchange resin was used for the 
studies on edema and ascites reported here because in vitro this 
resin has a greater total capacity and shows greater cation up- 
take at pH levels encountered in the intestinal tract than the 
now available sulfonic acid resins. Resin in the hydrogen rather 
than the ammonium cycle was used because of its greater 
palatability. A mixture of 12% anion, 29% potassium, and 
59% hydrogen resin was administered for not less than four 
months to 42 patients with congestive heart failure and to 14 
patients with ascites due to cirrhosis of the liver. With this mix- 
ture it was possible to control the edema of congestive heart 
failure and the ascitic fluid accumulation due to cirrhosis of 
the liver in patients whose response to conventional therapy, 
including rigid restriction of sodium and frequent injections of 
mercurial diuretics, had not been satisfactory. The use of present- 
ly available resins is contraindicated in persons with severe im- 
pairment of renal tubular function unless frequent laboratory 
determinations are possible. In patients receiving resin, potentia- 
tion of the effect of mercurial diuretics has been observed. By 
the addition of anion-exchange resin to the cation exchanger it 
has been possible to increase the sodium-removing capacity of 
the resin by almost one-third. This addition also decreases the 
incidence of disturbances in acid-base balance. 


Connecticut State Medical Journal, Hartford 


16:227-308 (April) 1952 


Heritage of Hartford Medicine. S. B. Weld.—p. 241. 

Hypersplenism in Pregnancy. H. Krochmal and M. Caplan.—p. 248. 

Conduction Deafness in Children: Study of 400 Children, Ages 3 to 12 
Years. P. B. MacCready.—p. 252. 

Role of Urea-Splitting Bacteria in Urolithiasis: Description of Simplified 
Urea-Agar Medium for Their Detection. F. C. Collier, A. Reich and 
J. W. King.—p. 257. 

Osteochondromatosis of Hip Joint. W. A. Dalmain.—p. 258. 

Structure of Fee Tables in Medical Service Insurance. W. H. Horton. 
—p. 260. 

The Middle Man in Physician-Hospital Relations. L. S$. McKittrick. 
—p. 263. 


Delaware State Medical Journal, Wilmington 
24:83-112 (April) 1952 


Treatment of Peripheral Arterial Diseases. H. Montgomery.—p. 83. 

Operative Mortality in Colon Resection: Statistical Analysis. J. C. Pier- 
son.—p. 

Some Changing Concepts of Sodiura }‘etabolism in Cardiac and Renal 
Diseases. R. A. Neubauer.—p. 97. 

Sodium Cellulose Sulfate: New Medium for Barium Sulfate. R. Bogash and 
P Shaw.—p. 100. 


Florida Medical Association Journal, Jacksonville 


38:595-676 (March) 1952 


Foreign Bodies in Larynx, Bronchi and Esophagus. N. M. Levin.—p. 611. 

Gynecologic Causes of Pelvic Pain. J. W. Douglas.—p. 619 

Surgical Treatment of Traumatic Chylothorax by Ligation ‘of Thoracic 
Duct; Case Report. K. A. Morris and R. C. Polk.—p. 623. 

38:677-756 (April) 1952 

Experiences in Surgery of Common Bile Duct. A. T. Kennedy.—p. 697. 

Electrocardiograpnic Changes in Pulmonary Emboiism. D. A. Newman. 
—p. 701. 

Medical Ethies of Today. R. R. Killinger.—p. 712. 

Routine Laboratory Determinations in ‘‘Organic’’ Versus ‘‘Functional’”’ 
Disease: Study of 211 Unselected Office Patients in Internist’s Practice. 
B. D. Ross and G. Ernst.—p. 715 


J.A.M.A., Aug. 16, 1952 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


§:1-206 (March) 1952 
The Pigmented Nevus. W. K. Jennings.—p. 34. 
Fractures in Children. R. T. Odell.—p. 40. 
The Clinician and the Common Cold. M. C. Cheney.—p. 47. 
Significance of Heart Murmurs. A. H. Horland.—p. 53. 
Peripheral Nerve Injuries. H. J. Svien and H. W. Dodge Jr.—p. 57. 
Treatment of Leukemia. W. A. Rambach and H_ L, Alt.—p. 66. 


5:1-182 (April) 1952 
Treatment of Burns. P. A. Reed.—p. 34. 
Neurosurgical Conditions of Brain and Spinal Cord. A. W. Adson. 
—p. 45. 
Diagnosis and Treatment of Low Back Pain. H. Kraus.—p. 55. 
Obstetric Analgesia with Trichlorethylene. G. Smith.—p. 61. 
Congenital Deformities of Feet. L. F. Bush and W. H. Love.—p. 65. 
Massive Hemorrhage of Upper Gastrointestinal Tract. L. D. Snorf.—p. 72. 


Georgia Medical Association Journal, Atlanta 
41:123-178 (April) 1952 


Plastic Repair of Defects of Mouth. W. S. Flanagin.—p. 128. 

Etiology and Treatment of Fever Blisters. J. C. Norris.—p. 135. 

Tick Paralysis. R. P. Coggins and J. H. Derivaux.—p. 136. 

Use of Sulfa Drugs and More Recent Mold Antibiotics in Pediatrics. 
C. D. Fowler.—p. 138. 

Management of Acute Head Injuries. R. F. Mabon.—p. 142. 


Indiana State Medical Assn. Journal, Indianapolis 
45:373-468 (May) 1952 


SYMPOSIUM ON FLUID AND ELECTROLYTE BALANCE 

Physiologic Background for Clinical Disturbances in Electrolyte and 
Fluid Balance. K. G. Wakim.—p. 390. 

Practical Aspects of Fluid and Electrolyte Balance. J. A. Shively. 
—p. 399 

Fluid and Electrolyte Balance—Medical Application. W. F. Kammer, 
H. E. Nelson and P. R. Hummel.—p. 405. 

Fluid Balance and Sodium Chloride. F. W. Taylor.—p. 409. 

Milliequivalent as Unit of Measure in Calculating Electrolyte De- 
ficiencies in Body Fluids. O. M. Helmer and K. G. Kohlstaedt. 
—p. 413. 


Journal Clin. Endocrin. & Metab., Springfieid, Ill. 


12:489-610 (May) 1952 


Study of Metabolism of Single Therapeutic Doses (2.0 mg.) of Estrone 
in Preovulatory and Postovulatory Phases of Menstrual Cycle in 
Healthy Women. B. F. Stimmel and C. L. Stealy.—p. 489. 

Ability of Human Liver to Reduce Biologic Activity of Injected 
Estrogens. J. M. Evans, J. P. Young, R. Hertz and others.—p. 495. 

Personality Changes in Cushing’s Syndrome. A. M. Starr.—p. 502. 

Metabolic Studies in Gout. M. H. Levin, L. Fred and S. H. Bassett. 
—p. 506. 

*Method for Determination of 17-Hydroxycorticosteroids in Blood: 17- 
Hydroxycorticosterone in Peripheral Circulation. D. H. Nelson and 
L. T. Samuels.-—p. 519. 

Excretion of Dehydroisoandrosterone During Adrenal Stimulation with 
Adrenocorticotropic Hormone. E. Ronzoni.—p. 527. 

Effect of Massive Cortisone Therapy on Measurements of Thyroid 
Function, D. §. Fredrickson, P. H. Forsham and G. W. Thorn. 
—p. 541, 

Alteration of Thyroid Function by ACTH and Cortisone. W. J. Kuhl 
Jr. and M. Zifl—p. 554. 

Pseudohypoparathyroidism: Report of Case Showing Bony Deminerali- 
zation. t B. Reynolds, G. Jacobson, H. A. Edmondson and others. 
—p. 560. 


Determination of 17-Hydroxycorticosteroids in Blood.— 
method for quantitative estimation of 17-hydroxycorticosteroids 
in peripheral blood, using the color reaction developed by Porter 
and Silber, is described. The chief compound measured is ap- 
parently 17-hydroxycorticosterone. The method consists essen- 
tially of ether-chloroform extraction, partitioning of the ether- 
chloroform soluble material between 70% ethanol and hexane, 
and chromatography of the ethanol-soluble fraction on a mag- 
nesium silicate “celite” or “florosil” column. Quantitative de- 
termination of the 17-hydroxycorticosteroids is carried out by 
the use of a micro modification of the color reaction described 
by Porter and Silber. Normal values for 17-hydroxycorticoste- 
roids in human peripheral blood have been found to be between 
4 and 10 4g per 100 ml. of whole blood. 
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Journal of Experimental Medicine, New York 
95:333-428 (April) 1952 


Quantitative Immunochemical Studies with Purified Factor in Mouse 
Milk Connected with Mammary Carcinoma. B. Heidelberger, S. Graft 
and C. D. Haagensen.—p. 333. 

Biphasic Nature of Renal Calcification. L. K. Dahl and V. P. Dole. 
—p. 341. 

Alteration of Experimental Poliomyelitis Infection in Syrian Hamster 
with Aid of Cortisone. G. Shwartzman and A. Fisher.—p. 3 

Immunochemical Studies of Antitoxin Produced in Normal and Allergic 
Individuals Hyperimmunized with Diphtheria Toxoid. W. J. Kuhns and 
A. M. Pappenheimer Jr.—p. 36: 

Emergence of Pseudotuberculosis in Rats Given Cortisone. C. LeMaistre 
and R. Tompsett.—p. 393. 

Effect of Cortisone on Shwartzman Reaction: Production of Lesions 
Resembling Dermal and Generalized Shwartzman Reactions by Single 
Injection of Bacterial Toxin in Cortisone-Treated Rabbits. L. Thomas 
and R. A. Good.—p. 409. 


Journal of Infectious Diseases, Chicago 
90:105-204 (March-April) 1952 


Drugs, Host and Parasite Interrelationships in Treatment of Avian 
Malaria (Plasmodium Cathemerium) in Canaries. R. O. Hanson and 
A. L. Tatum.—p. 105. 

Studies of Effect of Antibiotics on Infections with Mouse Pinworm, 
Aspicuiuris Tetraptera: III]. Actions of Aureomycin, Bacitracin and 
Polymyxin B. H. S, Wells.—p. 110. 

Effect of Antibiotics and Metabolites on Immunity of Mosquitoes to 
Malarial Infection. L. A. Terzian, N. Stahler and P. A. Ward.—p. 116. 

Sylvatic Plague Studies: VII. Plague Transmission Potentials of Fleas 
Diamanus Montanus and Polygenis Gwyni Compared with Xenopsylla 
Cheopis. R. Holdenried.—p. 131. 

Transmission and Control of Respiratory Disease in Army Barracks: III. 
Suppression of Dust-Borne Bacteria by Oiling Floors and Bedclothes. 
H. M. Lemon, C. G. Loosli, H. Wise and T. T. Puck.—p. 141. 

Id.: IV. Effect of Oiling Procedures on Incidence of Respiratory Dis- 
eases and Hemolytic Streptococcal Infections. C. G. Loosli, H. M. 
Lemon, O. H. Robertson and M. Hamburger.—p. 153. 

Migratory Behavior of Larvae of Various Ascaris Species in White 
Mice: I. Distribution of Larvae in Tissues. J. F. A. Sprent.—p. 165. 
Enhancement of Virulence of Candida Albicans in Mice. S. B. Salvin, 

J. C. Cory and M. K. Berg.—p. 177. 

Prophylaxis of German Measles with Immune Serum Globulin. R. F. 
Korns.—p. 

Effect of Thiamine Deficiency on Resistance of Rats to Infection with 
Spirochetes of Relapsing Fever. K. Guggenheim and S. Halevi.—p. 190. 

Antimetabolic Action of Sulfadiazine and Certain Antibiotics for 
Brucella. N. B. McCullough and G. A, Beal.—p. 196 


Journal of Investigative Dermatology, Baltimore 


18:303-364 (April) 1952 


*Psoriasis Treated by Riboflavin. M. T. R. Maynard.—p. 305. 

*Treatment of Severe Rhus Dermatitis with Corticotropin or Cortisone. 
M. S. Falk, M. F. Allende and J. H. Bennett.—p. 307. 

Failures of Pyromen to Affect Development of Eczematous Sensitization 
in Guinea Pig. A. Rostenberg Jr.—p. 311. 

Occurrence of Pleuropneumonia-Like Organism in Fuso-Spirillary Infec- 

tions of Human Genital Mucosa. M. Ruiter and H. M. M. Wentholt. 
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Therapy of Early Syphilis with Penicillin Administered by Jet Injection. 
A. Weiner, R. H. Preston and W. Snyder.—p. 327. 

Studies on Chemistry of Human Perspiration with Especial Reference to 
Its Lactic Acid Content. F. M. Thurmon and B. Ottenstein.—p. 333. 

Evaluation of Bismuth Blue Line. H. M. Robinson.—p. 341. 


Riboflavin in Treatment of Psoriasis—The fact that many 
psoriasi-form eruptions that accompany riboflavin deficiencies 
responded rapidly to injections of this substance induced 
Maynard to try riboflavin in psoriasis. Although more than 200 
patients with psoriasis have been treated with riboflavin, the 
author evaluates only 148 of these, since follow-up was in- 
complete in the others. From 5 to 10 mg. of riboflavin was in- 
jected intramuscularly, usually once a week, and riboflavin was 
given by mouth daily. Local treatment was dispensed with until 
response to riboflavin was established, and then it was used only 
on “surviving lesions” or for faster cosmetic effect. Thirty-seven 
patients were completely cured. Great improvement (80% or 
better) was obtained in 76, and improvement of 50% or more 
was obtained in 25. The remaining 10 patients showed slight or 
no improvement. 


Corticotropin and Cortisone in Rhus Dermatitis. 
type dermatitis due to poison oak (Rhus diversiloba) is common 
in the Oakland-Berkeley area, severe generalized incapacitating 
dermatitis, sometimes with secondary pyoderma, being relative- 
ly frequent. Falk and associates hospitalize many of these 
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patients to insure proper care. Until recently treatment consisted 
mostly of application of cool compresses (with potassium per- 
manganate or boric acid), “antipruritic” lotions, antibiotics paren- 
terally for secondary infection, sedatives, occasionally meperidine 
(demerol"), and antihistaminics. Since July, 1951, patients with 
Rhus dermatitis have been treated with corticotropin (ACTH) 
or cortisone if there were no contraindications, such as peptic 
ulcer, tuberculosis, or diabetes mellitus. The dosage schedules 
employed were as follows: Corticotropin was given in doses of 
25 mg. every six hours the first day, 20 mg. every six hours the 
second day, and 15 mg. every six hours the third day. Cortisone 
was given in doses of 200 mg. the first day, 150 mg. the second 
day, and 100 mg. the third day. In 10 hospitalized patients 
selected at random prior to the use of corticotropin and cor- 
tisone, the average period of hospitalization was 6.6 days, and 
the average duration of disability 11.4 days. In nine patients 
treated with corticotropin or cortisone the average period of 
hospitalization was 3.3 days. The duration of disability follow- 
ing onset of treatment corresponded to the period of hospitaliza- 
tion; in several cases it was shorter. Eight of the nine patients 
were relieved of severe pruritis within 12 to 36 hours, and 
edema and weeping “disappeared overnight.” All but one of the 
patients were discharged after the three days of corticotropin 
or cortisone therapy, with instructions to continue symptomatic 
treatment at home. The one failure may have been due to in- 
adequate dosage of corticotropin. The authors feel that cortico- 
tropin or cortisone is the treatment of choice in severe acute 
contact dermatitis when there is no contraindication. 


Journal of Nutrition, Philadelphia 


46:271-432 (March) 1952. Partial Index 


Dental Caries in Cotton Rat: XIII. Effect of Whole Grain and Processed 
Cereals on Dental Caries Production. M. A. Constant, P. H. Phillips 
and C. A. Elvehjem.—p. 271. 

Effect of Vitamin Bw Deficiency upon Survival of Young Born to Rats 
Fed Purified Casein Rations. L. P. Dryden, A. M. Hartman and C, A. 
Cary.—p. 281. 

Studies on Amino Acids in Self-Selected Diets. M. F. Futrell, R. N. Lutz, 

S. Reynolds and C. A, Baumann.—p. 299, 

Essential Amino Acids in Self-Selected Diets of Older Women. E. T. 
Mertz, E. J. Baxter, L. E. Jackson and others.—p. 313. 

Dental Caries in Rat, Mus Norvegicus: I. Incidence and Extent of Tooth 
Decay in Three Strains of Rats Fed Finely Powdered, Synthetic Rations. 
J. O. Holmes.—p. 323. 

Metabolism of Nicotinic Acid in Pregnancy. M. E. Lojkin, A. W. Wertz 

and C. G. Dietz.—p. 335. 

ites Utilization of Alpha-Tocopherol and Alpha-Tocopheryl Acetate 
by Humans. E. F. Week, F. J. Sevigne and M. E. Ellis.—p. 353, 

Lecithins and A Utilization. N. B. Guerrant and 

Q. Thompson.—p. 377. 

eine of Vitamin By ‘and Folic Acid on Growth and Uricemia of 
Chickens Fed High Levels of Glycine. L. J. Machlin, A. H. Lankenau, 
C. A. Denton and H. R. Bird.—p. 389. 

Cariogenicity of Sugar-Containing Diets. J. Haldi and W. Wynn.—p. 425. 


Journal of Oral Surgery, Chicago 


10:95-184 (April) 1952. Partial Index 


Facial Fractures. M. M. Maxwell.—p. 95. 

Monostotic Paget’s Disease of Mandible. E. Olech.—p. 106, 

Neurofibromatosis. F. S, Stillman.—p. 112. 

*Late Radiation Necrosis of Jaw Bones. T. J. Cook.—p. 118. 

Supplemental Report on Meniscectomy in Treaiing Lesions of Temporo- 
mandibular Joint. R. O. Dingman.—p. 141. 

Progressive Advanced Case of Osteitis Deformans. W. J. Byatt and 
S. Ash.—p. 143. 

Preoperative and Postoperative Sedation for Children. G. W. Matthews. 
—p. 151. 


Late Radiation Necrosis of Jaw Bones.—lIrradiation osteo- 
necrosis occurs in the dental system following radiation therapy 
for cancer in and about the oral cavity. With increasing use of 
high voltage roentgen rays in treatment of oral cancer, the 
effects on normal tissue have become increasingly important to 
the radiotherapist and to the oral surgeon. If the patient is 
cured of cancer in or about the oral cavity by means of ir- 
radiation, postirradiation changes may occur years later within 
the jaw bones. Such a patient, who is usually seen by the oral 
surgeon, may have forgotten the primary lesion because now 
he is “cured,” but if teeth: are removed from a region which 
previously had been irradiated enough to destroy the cancerous 
lesion, irradiation necrosis may follow the extraction. The 
prosthodontist may be involved if an appliance is inserted which 
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exerts pressure on irradiated mucosa. Teeth, irrespective of their 
condition, should be removed before irradiation unless they are 
adequately protected, the alveolar process should be prepared 
and the mucosa sutured. The mucosa should be completely 
healed before the treatment is started. The incidence of this 
complication is suggested by the fact that at a New York 
hospital 235 patients developed irradiation osteonecrosis among 
a total of 1,819 patients with intraoral cancer. In this paper 
Cook describes 11 cases of irradiation osteonecrosis. The 
therapeutic approach to this problem has varied from the recom- 
mendation to wait until sequestration to resection of the involved 
part. 


New England Journal of Medicine, Boston 
246:561-596 (April 10) 1952 

Preventive Medicine in Obstetrics. D. Baird.—p. 561. 

*Cortisone and ACTH as Adjunct to Surgery of Cran opharyngiomas. F. D. 
Ingraham, D. D. Matson and R. L. McLaurin.—p. 568 

Miliary Tuberculosis Developing During Pregnancy. R. H. Goodwin and 
M. D. Kenler.—p. $72. 

Practical Aspects of Cancer Prevention. E. L. Wynder.—p. $73. 

ACTH and Cortisone in Treatment of Sickle-Cell Anemia: Report of 
Case. M. Sass.—p. 


Cortisone and ACTH in Surgery of Craniopharyngiomas.— The 
complications in surgical treatment of craniopharyngioma result 
trom the proximity of the lesion to the pituitary gland and the 
hypothalamus. Manipulation in this region is perilous, and the 
danger is increased because of depression of the pituitary- 
adrenocortical response to stress. Major complications include 
disturbances of vasomotor control, temperature regulation, and 
salt, water, and carbohydrate metabolism. Adrenal substitution 
therapy in the form of cortisone and corticotropin was first 
employed by Ingraham and associates as an adjunct to operation 
for pituitary adenoma. In this paper they record experiences 
with these drugs in four children who underwent operation for 
craniopharyngioma, One received corticotropin and three cor- 
tisone. The uncomplicated postoperative recovery of these four 
patients suggests that adrenal substitution therapy is a useful 
adjunct in the surgical management of craniopharyngiomas in 
children. The importance of replacement therapy may be even 
greater from adolescence to middle age, because endocrine de- 
ficiency is usually more pronounced in this age range. The 
relatively short period during which large doses of hormone 
(200 mg. of cortisone or 100 mg. of corticotropin per day) are 
idministered to these patients precludes most complications that 
may follow long-term therapy. In the reported cases no untoward 
effects of the hormonal therapy were noted. 


246:597-636 (April 17) 1952 

Combined Effect of Cortisone and Partial Protein Depletion on Wound 
Healing. C. W. Findlay Jr. and E. L. Howes.—p. 597. 

Urinary Colloids in Prevention of Kidney-Stone Formation. A. J. Butt 
and E. A. Hauser.—p. 604. 

Contribution of Psychiatry to Medical Practice. KR. W. Hyde.—p. 607. 

Penicillin Sensitivity of Staphylococci. E. Reiss. FE. J. Pulaski. W. H 
Amspacher and A. A. Contreras.—p. 611. 

Progress in Obstetrics. B. Tenney Jr.—-p. 613. 

Physicians in Art. S. C. Wiggin.—p. 620. 


246:637-676 (April 24) 1952 

*Replacement of Gastric and Intestinal Fluid Losses in Surgery: Pre- 
liminary Report. R. E. Cooke and L. G. Crowley.—p 637. 

*Paroxysmal Nocturnal Hemoglobinuria: Clinicopathological Correlation. 
R. R. Merliss.—p. 642. 

“Hypertensive Toxermias of Pregnancy: Simplified Method of Management 
Using Purified Extract of Veratrum Viride. F. A. Finnerty Jr.—p. 646. 

Radiation Therapy of Carcinoma of Cervix: Review of Fundamental 
Considerations. J. D. Reeves.—p. 682. 

Pneumocholecystitis: Report of Case. W. G. Abel and L. M. Rousselot. 
—p. 662. 


Replacement of Fluid Losses in Surgery. Three general prin- 
ciples should control fluid therapy: replacement of deficits, main- 
tenance (supplying water, electrolyte, protein, calories, and 
vitamins), and concurrent replacement of abnormal fluid losses. 
Deficits in body composition and renal adjustments can be 
avoided if volume-for-volume replacement ot abnormal fluid 
losses is carried out with solutions similar in composition to 
those being lost, and at the rate at which the losses occur. A 
system of fluid therapy has been developed in the department 
of pediatrics of Yale University School of Medicine that is 
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applicable to patients of all types and ages. Two solutions are 
used in replacing abnormal fluid losses; a “gastric replacement 
solution” for losses incurred through gastric suction or vomiting, 
and an “intestinal replacement solution” for losses incurred 
through intestinal suction and biliary or pancreatic drainage. 
Both solutions provide potassium; the gastric replacement solu- 
tion provides an excess of chloride over sodium ions, preventing 
the development of metabolic extracellular alkalosis, which 
leads to severe intracellular potassium depletion, and the in- 
testinal replacement solution provides sodium in excess of 
chloride, preventing the development of metabolic acidosis. 
These solutions, which are similar in composition to the secre- 
tions they replace, are usually given intravenously, but may be 
given subcutaneously without reaction. They are often mixed 
with other fluids used for maintenance therapy, and a 50% 
solution of dextrose is sometimes added when extra calories are 
needed. The rate at which they are given has never exceeded 
S500 cc. an hour. The patient’s drainage losses and fluid intake 
are calculated, frequently at first, later at 12 hour intervals, 
and the appropriate amount of the proper type of solution is 
added to the other required fluids for the ensuing period. The 
solution to be used is determined by the drainage tube location 
and sometimes by the type of drainage. Examination of patients 
receiving fluids according to this system revealed no evidence 
of central nervous system stimulation or depression such as 
might result from an excess of ammonium ions; edema was not 
observed: there were no signs of toxicity; the electrocardiogram 
was not affected; and no urinary abnormalities were detected. 
All patients expressed a feeling of well-being, and many were 
intermittently ambulatory. 


Paroxysmal Nocturnal Hemoglobinuria.— | he hemolysis charac- 
teristic of paroxysmal nocturnal hemoglobinuria is related to 
the physiological drop in the pH of the serum during sleep. 
Anemia is usually intense, and is accompanied by reticulocytosis, 
icterus, and leukopenia. Splenomegaly and lyinphadenopathy 
are commonly present. Life may be maintaineu: by supportive 
measures, but the disease has never been knewn to disappear 
either spontaneously or as a result of treatment. Two cases, one 
of which ended in death, are reported: so rare is the condition 
that only 45 cases have previously been reported in the literature, 
and some of these are doubtful. The name “paroxysmal nocturnal 
hemoglobinuria” is misleading, first, because the hemoglobinuria 
is not necessarily nocturnal and, secondly, because it is not 
constant, long periods without it occasionally occurring. Its 
absence, however, does not mean that the disease is arrested; 
hemolysis may be active and yet not rapid enough to produce a 
hemoglobin serum level greater than the renal threshold for 
hemoglobin. Both the author's patients had an elevated icterus 
level, an abnormally high reticulocyte count, and a decreasing 
red cell count even during periods of anhemoglobinuria. Any 
elevation of temperature precipitates a hemolytic crisis and may 
endanger the patient's life. Transfusions are needed to raise the 
hemoglobin level, which falls alarmingly during febrile periods. 
Transfusions were sometimes accompanied by severe febrile re- 
actions not due to blood incompatibility; when this occurred, 
hemolysis and hemoglobinuria were intense, but, when no com- 
plications accompanied the transfusion, the signs of hemolysis 
decreased and the urine often cleared completely. The higher 
the hemoglobin level was elevated the longer the absence of 
hemoglobinuria. Transfusions had more than a replacement 
value in these patients; they slowed or suspended the hemolytic 
process temperarily. Normal red cells cannot be hemolyzed by 
the disease, and this makes transfusions especially effective. No 
other treatment proved useful. Administration of riboflavin in 
one case and of acetylsalicylic acid (aspirin) in both provoked 
hemoglobinuria. Both patients had intra-abdominal pain, some- 
times severe. Deposition of hemosiderin in the renal tubules 
only, as found at autopsy in the case of one patient, suggests 
that the actual breakdown of the red cells occurs in the epithe- 
lium of these tubules. 


Hypertensive Toxemia of Pregrancy.Aqueous injectable 
“vergitryl” (a purified extract of Veratrum viride containing 
known concentrations of the hypotensive ester alkaloids) was 
used as the principal therapeutic agent in 122 cases of hyper- 
tensive toxemia of pregnancy. The average effective intra- 
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muscular dose of “vergitryl” is 0.75 unit (0.5 cc.), and the follow- 
ing schedule was established for treating nonconvulsive toxemias, 
including postpartum preeclampsia: 0.75 unit (0.5 cc.) of 
“vergitryl” mixed with | cc. of 1% procaine solution (to mini- 
mize pain at the injection site) is given intramuscularly at once; 
blood pressure and pulse are recorded every half hour and 
additional “vergitryl,” 0.75 unit intramuscularly, is given when- 
ever the blood pressure exceeds 140/90 (once every hour if 
needed); if there is no hypotensive effect at the end of one hour, 
dosage is increased to 0.9 unit (6 cc.). If nausea or vomiting 
occurs, 50 mg. of pentobarbital sodium may be given intra- 
venously. The patient’s response determines the dosage interval: 
if 0.75 unit of “vergitryl” keeps the blood pressure below 
140/90 for three hours, the dose may be repeated at three hour 
intervals. The amount and dosage interval vary with each patient 
and become evident as treatment proceeds. Intravenous ad- 
Ministration is used in treating convulsive toxemia, which al- 
ways constitutes an emergency. One physician records the blood 
pressure every minute while another gives a solution of 1.5 
units (1 cc.) of “vergitryl” with 20 cc. of 5% dextrose in water 
at a rate of | cc. per minute until the first 20 mm. fall in 
systolic or 10 mm. fall in diastolic pressure occurs. The needle 
is left in the vein, but “vergitryl” administration is suspended, 
because the pressure frequently drops precipitously in the neat 
one or two minutes. If it does not, “vergitryl” administration 
is continued at the rate of | cc. per minute until the first sign 
of hypotension appears. The needle is then replaced by a poly- 
ethylene catheter, through which all! additional medications are 
given. Blood pressure recordings should be made at 15 minute 
intervals after the first hypotensive effect occurs, and additional 
“vergitryl” (half the previous effective dose) given whenever 
the pressure is 140/90 or more. The need for the drug occurs at 
definite intervals, which increase in length as the severity of the 
condition diminishes. Vomiting was the only toxic manitestation, 
occurring in 16° of the cases, and was easily controlled with 
moderate doses of pentobarbital sodium given intravenously. 
There were no maternal deaths and only two tetal deaths tn 
this series. 


New Orleans Medical and Surgical Journal 
104:385-426 (April) 1952 

Use of Streptokinase and Streptodormase in Pelvic Abscesses: Pre- 
liminary Report. C. G. Collins and G. W. Tucker.—p. 388. 

Use of Cortisone in Pelvic Cellulitis: Preliminary Report. C. G. Collins, 
V. A. Davidson and N, M. Mathews.—p. 389. 

Current Applications of Angiocardiography. H. J. Jacobs.—p. 394. 

The Evaluates Lower Abdominal Pain) C. G Johnson. 

Pathol Pericarditis with Repert of Three Cases. C. V. Menendez. 

Carcinoma of Thyroid. L. H. Strug.—p. 409. 

Trachoma Therapy. J. W. Rosenthal.—p. 413. 


North Carolina Medical Journal, Winston-Salem 
13:199-164 (March) 1952 


SYMPOSIUM ON PREMATURITY 
Prophylactic Treatment of Prematurity. B. Carter, R. A. Ross and 
V. H. Turner.—p. 109. 
Management of Labor and Delivery in Interest of the Premature In- 
fant. D. L. Whitener.—p. 115. 
Anesthesia for Premature Labor: Prevention of Anoxia. B. C. Ogle. 
—p. 119, 
Hospital Management of Premature Infants. A. McBryde.—p. 123. 
Evaluation of the North Carolina Premature Infant Care Program 
R. J. Murphy.—p. 125. 
UreterOsigmoidostomy: Past and Present. H. H. Baird and H. W 
McKay.—p. 129. 
Allergic Manifestations in Otolaryngology. J. F. McGowan.—p. 137. 
Diseases of Larynx: Photographic Study. J. C. Peele.—p. 143. 
Acute Interstitial Myocarditis Associated with Carcinoma of Body of 
Pancreas: Report of Case. J. O. Williams, R. S. Pollitzer and H .D. 
Green.—p. 147. 


Northwest Medicine, Seattle 


§1:281-372 (April) 1952 

Nasal Triad, Nasal Allergy and Deafness. A. R. Miller.—p. 302. 
Intussusception in Adults. E. R. Sanderson.—p. 310 
Multiple Liver Abscess. J. H. Mills.—p. 315. 
Unusual Skin Metastasis and Pulmonary Lymphangitic Metastasis. C. S. 

Campbell.—p. 316. 
—— Lesion of Colon Due to Non-Penetrating Trauma of Ab- 
domen. G. E. Jones and J. W. Settle Jr.—p. 7 
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Ohio State Medical Journal, Columbus 


48:391-488 (May) 1952 


Rehabilitation of the Hemiplegic. H. J. Bearzy.—p. 409. 

Medical Aspect Aboard the Snow-Bound Streamliner, “City of San 
Francisco.”” Roehll.—p. 415. 

*Goitrogenic Action of Antithyroid Drugs: Major Side Effect Causing 
Surgical Difficulty. C. B. DeCourcy.—p. 417. 

Fixation of Depressed Sternal Fractures. M. Kazuk.—p. 419. 

Adenomatous Polyps of Rectum. J. T. Crone Jr.—p. 422 

Unusual Case of Rupture of Uterus. H. Seidemann.—p. 425. 

Health Aspects of Stream Pollution in Ohio. J. D. Porterfield.--p. 427. 


Surgical Difficulties from Goitrogenic Action of Antithyroid 
Drugs.—DeCourcy believes that the goitrogenic action is the 
most serious side-effect of noniodinated antithyroid drugs. The 
gland, which may already be enlarged, grows still larger in most 
patients treated with propylthiouracil, methylthiouracil, or 
methimazole (“tapazole”). The gland becomes quite vascular, and 
the already great risk of hemorrhage during thyroidectomy ts 
increased by the friability of such a gland. Consequently, the use 
of strong iodine (Lugol's) solution for 10 or 20 days in preopera- 
tive preparation has been indispensable to counteract partially 
the goitrogenic action of the antithyroid drugs, but it is not cer- 
tain whether an antithyroid drug should be given with the iodine. 
DeCourcy stresses iodine’s beneficial effects and his conviction 
that most patients with hyperthyroidism should receive only 
strong iodine solution in preparation for operation. In almost 
all hyperthyroid patients iodine administration induces such 
changes as the following: Tremor is diminished. Tachycardia 
and palpitation decrease as the heart beat becomes less forceful. 
Vasomotor instability is replaced by normal reactions. The ten- 
dency toward hemorrhage during or after operation vanishes. 
All these changes are accomplished within 10 days to 2 weeks. 
The patient is not weakened by prolonged operation or loss of 
blood and thyroidectomy becomes less hazardous, in contrast 
to the difficulties and risks of operation after the use of goitro- 
genic drug plus iodine. 


Oklahoma State Medical Assn. J., Oklahoma City 
4§:125-162 (April) 1952 

Present Day Methods Concerned with Relief of Intractable Pain. M. P. 
Capehart Jr.—p. 127. 

Present Day Use of Antihistamines with Special Reference to Use of 
Chlorcyclizine Hydrochloride (Perazi!). V. D. Cushing.—p. 131. 

Socialism and Psychopathy. C. H. Campbell and H. G. Sleeper —p. 135 

The Good Country Doctor. K. FE. Jones.—p. 139. 


Pediatrics, Springfield, Il. 
9:387-S518 (April) 1952 


Effect of Apnea Neonatorum on Intellectual Development. G. L. Usdin 
and M. L. Weil.—p. 387. 

Unipolar Lead Electrocardiography in Children, with Special Reference 
to Its Value in Congenital Heart Disease. L. G. Veasy and F. H. 
Adams.—p. 395. 

Q-T Interval During Active and Inactive Rheumatic Fever. S. Finkel and 
J. S. Baldwin.—p. 4 

Sulfobromophthalein Sodium Excretion Test as Measure of Liver Func- 
tion in Premature Infants. W. Obrinsky, M. L. Denley and R. W. 
Brauer.—p. 421. 

Report of Two Years’ Experience in Transportation of Premature Infants 
in New York City. H. M. Wallace, M. A. Losty and L. Baumgartner. 
—p. 439. 

*Duplications of Alimentary Tract. R. E. Gross, G. W. Holcomb Jr. 
and S. Farber.—p. 449. 

Studies on Abnormal Hemoglobins: IV. Persistence of Fetal Hemoglobin 
in — of Normal Children. A. I. Chernoff and K. Singer. 

Hyperfuaction in Childhood: Report of Case with 
Adrenocortical Hyperplasia and Testicular Adrenal Rests. E. K. Rose, 
H. T. Enterline, J. E. Rhoads and E. Rose.—p. 475. 

Effects of Early Feeding of Strained Meat to Prematurely Born Infants. 
M. B. Andelman, P. 8S. Gerald, A. C. Rambar and B. M. Kagan. 
—p. 485. 


Duplic 
the alimentary tract” is preferred by the authors because it 
simplifies the classification of these malformations, which are 
found in many different locations. In the literature these anoma- 
lies are designated by such terms as “enterogenous cysts,” 
“giant diverticula,” “ileum duplex,” “thoracic cysts of enteric 
origin,” “bronchogenic cysts,” and “unusual Meckel’s diver- 
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ticula,” apparently because each was believed to be a separate 
entity. It is the authors’ belief that all alimentary tract duplica- 
tions have a similar origin, regardless of their location. Dupli- 
cations are spherical or tubular structures that have a smooth 
muscle layer and are lined with mucous membrane; they are 
found at any level from the tongue to the anus, and usually are 
intimately attached to some portion of the alimentary tube. From 
1928 through 1950, 67 patients with a duplication of some por- 
tion of the alimentary tract, including one with two lesions, were 
seen at Children’s Hospital in Boston. Although 23 of these 
cases were reported previously, all of them are listed in this 
study. The fact that this many cases have been observed in one 
hospital seems to indicate that these abnormalities must occur 
often enough to warrant the attention of the pediatrician, roent- 
genologist, and surgeon so that they can be recognized and 
treated. They should not be confused with mesenteric lymphatic 
cysts or anomalies arising from a Meckel’s diverticulum. Symp- 
toms produced by these lesions usually vary according to their 
location, their size, and the type of fluid secreted by their 
mucosa. Duplications should almost invariably be removed, 
even though they are incidentally discovered and have not as 
yet given rise to symptoms. The mortality rate in cases treated 
prior to 1940 was high, but in the 20 cases treated in the last 
four years there have been no deaths. 


Postgraduate Medicine, Minneapolis 
11:267-370 (April) 1952 


Follow-Up Report of a 5 Year Old Sexually Precocious Boy 20 Years 
After Removal of Malignant Adrenal Cortical Tumor. H. Lisser and 
L. Player.—p. 267. 

Successful Surgical Removal of Adrenal Cortical Adenoma Causing 
Virilism for 30 Years. R. F. Escamilla and S. G. Johnson.—p. 272. 

Adrenal Cortical Carcinoma with Excess Androgen Production in an 
Adult Man. W. J. Kerr and G. S. Gordan.—p. 278 

Successful Removal of Benign Androgenic Adrenal Tumor from a Dia- 
betic Woman. C. I. Hamilton Jr. and H. C. Shepardson.—p. 284. 

Pheochromocytoma: Report of Case with Symptoms Simulating Acute 
Anxiety Attacks. R. H. Crede and W. J. Kerr.—p. 288. 

Renal Cyst Simulating Pheochromocytoma. J. C. Weaver, N. Kawata 
and F. Hinman Jr.—p. 

Large Adrenal Cystic Tumor ‘Without Endocrine Manifestations. W. R. 
Gardiner, H. G. Bell and T. L. Althausen.—p. 

Familial Congenital Adrenal Syndrome: Report of Two ‘Cases and Review 
of Literature. R. C. Bentinck, F. Hinman Sr., H. Lisser and H. F. 
Traut.—p. 3 

Mortality in Surgically Treated Adrenocortical Tumors: I. Report of 
Three Cases of Cushing’s Syndrome Due to Adrenocortical Tumors. 
M. B. Goldberg, G. S. Gordan, W. C. Deamer and F. Hinman Jr. 
—p. 313. 

Id.: II]. Review of Cases Reported for 20 Year Period 1930-1949, Inclu- 
sive. E. Rapaport, M. B. Goldberg, G. S. Gordan and F. Hinman Jr, 
—p. 325 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 


79:555-740 (April) 1952. Partial Index 


Photometric Assay of Plasma Heparin. R. B. Gibson, T. L. Carr, 
Green and W. M. Fowler.—p. 577. 

Effects of Vitamin A Malnutriture on Resistance to Stress. B. H. 
Ershoff.—p. 580. 

Effects of Intravenous Administration of Dextran on Renal Function. 
J. W. Fleming, W. H. Cargill and W. L. Bloom.—p. 604. 

*Studies on Platelets: IV. Thrombocytopenic Factor in Normal Human 
Blood, Plasma, or Serum. M. Stefanini and J. B. Chatterjea.—p. 623. 

Influence of Hemagglutinating Viruses on Tumor Cell Suspensions: I. 
Growth Inhibition and Reversal of Effect. A. E. Moore and L. C. 
Diamond.—p. 663. 

Genetic Modification of Response to Spleen Shielding in Irradiated 
Mice. H. S. Kaplan and J. Paull.—p. 670. 

*Salicylates and Experimental Beryllium Poisoning. A. J. Finkel and 
M. R. White.—p. 672. 

Further Studies on Relationship Between Human Serum Cholinesterase 
and Serum Albumin. M. G. Levine and A. A. Suran.—p. 686. 

Eosinopenia Produced by ACTH in Patients with Schizophrenia. H. H. 
Hiatt, W. S. Rothwell and M. K. Horwitt.—p. 707. 

Alterations in Circulating Platelets Following Administration of Adreno- 
corticotropic Hormone. J. Lauridsen, J. S. Belko and R. Warren. 
—p. 709. 

Intravenous Infusions into Human Subjects of Fractionated Coconut Oil 
Emulsions. B. G. P. Shafirofi, J. H. Mulholland and H. C. Baron. 
—p. 72 


Thrombocytopenic Factor in Normal Human Blood.—Sensitivity 
to normal plasma manifested by symptoms that have been 
grouped under the definition of “plasma transfusion reaction” 
has been found to occur consistently in paroxysmal nocturnal 
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hemoglobinuria and, occasionally, in some types of blood dys- 
crasia and extensive carcinomatosis. Most of these patients 
exhibit some degree of thrombocytopenia. Transitory thrombo- 
cytopenia was observed by Stefanini and Chatterjea to be one 
of the characteristic features of plasma transfusion reaction. 
Further studies of the specificity of this finding revealed that 
temporary but significant reduction in blood platelets usually 
followed transfusion of compatible blood, plasma, or serum of 
normal donors into normal recipients or nonthrombocytopenic 
patients. In almost every case no evidence of clinical reaction 
occurred at the time of the induced thrombocytopenia. Blood, 
plasma or serum were transfused into 36 compatible recipients 
with normal platelet count. The recipients had never been pre- 
viously transfused. The donors with normal platelet level had 
been fasting for at least four hours prior to donation. Temporary 
but significant thrombocytopenia was noted in 32 of 36 persons 
receiving compatible blood, plasma, or serum from nonthrombo- 
cytopenic donors. No spontaneous bleeding manifestations, al- 
terations of the various hemostatic mechanisms, changes in 
number or activity of the bone marrow megakaryocytes, altera- 
tions of function or morphology of the remaining platelets, 
agglutinating or lysing activity of the recipient’s serum against 
normal platelets were noted. Heparinization of the recipient did 
not affect the thrombocytopenic effect of the transfusion of 
compatible plasma. The thrombocytopenic effect was apparently 
due to a component of plasma, stable at 56 C, not absorbed by 
Seitz filters nor by ion-exchange resins, but absorbed on 
Ca(PO,). gel, from which it could be eluted with sodium citrate 
solution. Work is in progvess to establish the nature, the mecha- 
nism of action of this agent, and its relation to products of 
platelet destruction. 


Salicylates and Experimental Beryllium Poisoning.—Acute 
beryllium poisoning in mice, produced by the intravenous in- 
jection of soluble beryllium salts, usually terminates fatally in 
three days. Death results from acute liver failure following 
hepatic focal and midzonal necrosis. Pathological changes have 
also been observed in the kidney and spleen. Recently, aurintri- 
carboxylic acid, a substance of relatively low toxicity, was found 
to be an effective antidote when it was administered to mice up 
to eight hours after they had received LD, amounts of beryllium 
sulfate intravenously. This protection was attributed to its 
chelating and lake-forming properties. The present study was 
undertaken to ascertain if the salicylic acid portion of the 
aurintricarboxylic acid molecule would be as effective in re- 
versing experimental beryllium intoxication. It was found that 
intravenously or intraperitoneally administered sodium salicylate 
in doses of 600 mg. per kilogram of body weight is an effective 
antidote for acute beryllium poisoning in mice when given up 
to eight hours after intravenous administration of beryllium 
sulfate in LD. amounts. Salicylate analogues without the ortho- 
hydroxy, carboxylic acid grouping were generally ineffective. 


Psychosomatic Medicine, New York 
14:71-148 (March-April) 1952 


Differential Emphasis in Somatic Response to Stress: Experimental Study. 
J. I. Lacey and R. VanLehn.—p. 71 

Studies of Blood Pressure in Psychiatric Patients Under Stress. R. B. 
Malmo and C. Shagass.—p. 82. 

Psychiatric Observations in Patients Treated with Cortisone and ACTH. 
S. Brody.—p. 94. 

Psychopharmacologic Study of Schizophrenia and Depressions: VI. 
Differences in Response to Sodium Amytal and Benzedrine Sulfate. 
J. S. Gottlieb, F. S. Bobbitt and A. W. Freidinger.—p. 

Personality in Experimental Semistarvation: Rorschach Study. N. K. 
Kjenaas and J. Brozek.— 15. 

Pseudocyesis: Psychosomatic Disorder, R. R. Schopbach, P. H. Fried and 
A. E. Rakoff.—p. 129. 


Public Health Reports, Washington, D. C. 


67:317-410 (April) 1952. Partial Index 


WHO and Environmental Health. H. Bosch.—p. 370. 

Bacterial Genetics and Drug Resistance. B. D. Davis.—p. 376. 

Back-Pressure Arm-Lift Artificial Respiration. H. Specht.—p. 380. 

Effect of Incomplete Information on Estimating Prevalence of Disease. 
A. P. Iskrant and Q. R. Remein.—p. 384. 

New Media for Differentiation of Enteric Bacteria. H. Colichon.—p. 401. 
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Review of Gastroenterology, New York 
19:261-338 (April) 1952 
SYMPOSIUM ON PEPTIC ULCER 
Medical Aspects of Peptic Ulcer with Brief Clinical Reports on 
Banthine, Prantal and Uroanthelone (Kutrol). D. J. Sandweiss 
and M. H. Sugarman.—p. 271. 
Surgical Aspects of Peptic Ulcer. L. R. Dragstedt.—p. 286. 
Radiologic Management of Carcinoma of Esophagus. H. LeClaire and 
E. M. Japha.—p. 301. 
Influence of Dietary and Living Habits on Metabolic Processes: 
liminary Report. D. W. Creek.—p. 306 
Gynecic Endocrine Factors in Relation to Alimentary Tract Function 
and Abdominal Symptomatology. A. E. Rakoff.—p. 317. 


Pre- 


Rocky Mountain Medical Journal, Denver 


49:397-478 (May) 1952 
Twenty-Five Dollars! J. D. McCarthy.—p. 419. 


New Developments in Treatment and Control of Tuberculosis. J. L. 
Wilson.—p. 424. 
Aortography in Roentgen Diagnosis. R. R. Lanier, R. V. Elliott and 


M. H. Levine.—p. 
Recent Trends in Esophageal Surgery. P. Thorek.—p. 435. 
Simple Method for Piercing Ears. R. B. Patterson.—p. 440. 


Surgery, Gynecology and Obstetrics, Chicago 
94:513-640 (May) 1952 


Hematologic Response of Pregnant Woman to Intravenous Saccharated 
Iron Oxide. D. B. Nicholson and N. S. Assali.—p. 513. 

“Late Results After Total Gastrectomy. W. H. Re Mine and J. T. 
Priestley.—p. 519. 

Ligation of Inferior Mesenteric Artery at Aorta in Resections for 
Carcinoma of Sigmoid and Rectum. R. S. Grinnell and R. B. Hiatt. 
—p. 526. 

Tumors of Testicle: Irradiation Therapy. J. C. Kimbrough.—p. 535. 

Elimination of Untoward Radiation Sequelae in Treatment of Car- 
cinoma of Uterine Cervix. J. F. Nolan and L. Du Sault.—p. 539. 

*Treatment of Aneurysms with Fibroplastic Agents: Experimental and 
Clinical Studies with Use of Sodium Dicetyl Phosphate. J. K. Berman 
and J. E. Hull.—p. 543. 

Radical Abdominal Proctosigmoidectomy with Preservation of Anal 
Sphincter. C. S. Welch and H. F. Rheinlander.—p. 550. 

Coarctation of Lower Thoracic and Abdominal Aorta Immediately 
Proximal to Celiac Axis. F. Glenn, E. B. C. Keefer, D. S. Speer 
and C. T. Dotter.—p. 561. 

Reconstruction of Tracheobronchial Tree with Resection of Lung, Carina, 
and Lower Trachea: Experimental Study. R. W. Ehrlich, R. P. 
Meyer, C. B. Taylor and others.—p. 570. 

Wound Healing: Heat Turbidity Index and pang Blue Reduction 
Time of Plasma. R. W. Kapp and D. T. Shaw.—p. 577 

Consideration of Present Status of Simple Suture in tae of Acute 
Perforated Gastroduodenal Ulceration. S. Mage and B. A. Payson. 
—p. 581. 

Effect of Intravenous Administration of Meperidine upon Circulation of 
Man and upon Circulatory _ to Tilt. B. D. King, J. D. Elder 
Jr. and R. D. Dripps.—p. 591 

Roentgen Therapy of Carcinoma of Larynx. L. H. Garland and M. A. 
Sisson.—p. 598. 

Penetrating Wounds of Heart: Report of 81 Cases. A. De L. Maynard, 

 s V. Cordice Jr. and E. A. Naclerio.—p. 605. 


Malignant Polyps of Rectum and Sigmoid: Therapy Based upon 
Pathologic Considerations. E. R. Fisher and R. B. Turnbull Jr. 
—p. 619. 


Results of Total Gastrectomy.—All cases in which total gas- 
trectomy was performed and in which esophageal and duodenal 
tissue were Observed in the surgical specimen at the Mayo Clinic 
in the years 1917 to 1948 were reviewed. Total gastrectomy 
was performed for a malignant lesion in 170 cases and for a 
benign lesion in 15 cases. In most of the latter cases total gas- 
trectomy was performed for a suspected malignant lesion. Gas- 
trointestinal continuity was established after removal of the 
entire stomach by anastomosing the end of the esophagus and a 
loop of the jejunum in 165 of the 185 cases. Esophagoduoden- 
ostomy was performed in 15 of the cases, and some other type 
of anastomosis such as a Roux-Y procedure was employed in 
the remaining cases. A “diffuse” lesion involving virtually the 
entire stomach was present in 50% of the 170 malignant cases. 
Regional lymph nodes were involved in 78% of cases, and ex- 
tension of the malignant process to neighboring structures was 
found in 38% of the cases. Grading of the malignant lesions 
after the method of Broders revealed that grade 4 lesions com- 
prised 66% of the series, 22% were of grade 3, 9% of grade 
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2, and only 3% of grade 1. Among the 15 benign lesions were 
13 inflammatory ulcers, 4 of which were multiple. The operative 
mortality of total gastrectomy has declined from about 60% in 
1917 to about 13% in the last five years. The technique of total 
gastrectomy, provided it is properly chosen and executed, seems 
to have little influence on the operative mortality. The authors 
start giving nourishment by mouth within 48 hours after opera- 
tion, and feel that in past years they increased the diet too 
slowly after operation. Six patients, each of whom was sub- 
jected to total gastrectomy for a benign lesion, were followed 
five years after operation. Four of these were alive. Of 50 pa- 
tients who underwent total gastrectomy for a malignant lesion 
of the stomach and were followed for 5 years, 9 were alive. 
Half of the patients who survived total gastrectomy for five 
years were able to perform their usual work. Half of the re- 
maining patients were able to work part time. All required treat- 
ment for anemia. Approximately two-thirds of the patients who 
survived five years regained their preoperative weight. 


Treatment of Aneurysms with Fibroplastic Agents.—In a pre- 
vious report Berman had demonstrated that a solution of dicety] 
phosphate in olive oil produced extensive fibroplasia without 
necrosis or toxic effects. The present report is concerned with 
use of this compound in patients who had aneurysms of arterio- 
sclerotic or syphilitic origin. The compound forms an easily in- 
jectible suspension, which does not require heating. Experiments 
on_ rats indicated that solutions up to 10% destroy almost no 
tissue cells, and induce fibroplasia slowly. Experiments on dogs 
revealed that a 2% aqueous solution of sodium dicetyl phos- 
phate may be injected periarterially without toxic effects and 
with resultant fibroplasia. A 2% aqueous solution of sodium 
dicetyl phosphate was prepared and autoclaved at 240 degrees, 
with 15 Ib. (6.8 kg.) pressure for 20 minutes. The injections 
were made through 21 gage needles. Six patients who did not 
have dissection of the aneurysm wall showed clinical improve- 
ment following perisaccular injection of dicetyl phosphate. The 
material is nontoxic, and does induce fibroplasia equal to that 
produced by cellophane® wrapping. Perhaps it will be most use- 
ful as an adjunct to other modes of treatment, such as partiai 
ligation and the introduction of wire as advocated in abdominal 
aortic aneurysms by Blakemore; or in conjunction with cello- 
phane® wrapping, which may be used on the “free” sides of the 
aneurysm, the injection being used posteriorly or at points of 
attachment where dissection is hazardous. Aneurysms that can- 
not be treated safely by combined methods may be reinforced 
by the fibroplasia that results from injection of sodium dicetyl 
phosphate. 


Texas State Journal of Medicine, Fort Worth 


48:197-248 (April) 1952 
Carcinoma of Thyroid Gland; Pathologic Survey ot 47 Cases. 
Ashworth.—p, 201. 
Malignant Tumors of Ovary. C. D. Fitzwilliam.—p. 205. 
Maiignant Tumors of Corpus Uteri: With Review of 48 Cases. 
Russell, W. L. Greene and J. A. Wall.—p. 211. 
Carcinoma of Cervix. G. Turner and H. F. Heslington.—p. 
Squamous Metaplasia of Cervix Uteri: Follow-Up Study to oe 
Its Malignant Potentialities. F. M. Townsend and V. A. Stembridge. 


Ww. O. 
—p. 220. 

Diagnosis of Kidney Tumors and Cysts. KR. E. Cone.—p. 223. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
60:141-192 (April) 1952 


Evaluation of Operations Used for Carcinoma of Large Bowel. W. W. 
Babcock and H. E. Bacon.—p. 141. 
and Management of Uterine Malignancy. L. C. Sheftey. 


Diagnosis 
—p. 144. 


Use of Dermal Graft to Supply Defect in Diaphragm. D. Metheny, 
V. O. Lundmark and T. Morcom.—p. 156. 

Strength of Quadriceps Function After aman 
F. Tompkins and M. B. Hays.—-p 

Potassium Deficiency in Surgical ot ng L. B. Fratkin.—p. 168. 

Recognition and Treatment of Aberrant Breast Tissue, with Report of 
Cases. J. M. Roberts.—p. 175. 

Hydronephrosis in Pregnancy. E. W. Winter and I. 
—p. 180. 

Removable Foam-Rubber Obstetrical Forceps Mittens. E. M. Greenberg. 
—p. 186. 
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Annales de Dermatologie et de Syphiligraphie, Paris 


79:137-256 (March-April) 1952. Partial Index 
Excretion of Thallium Acetate; Action of Dimercaprol (BAL). S. Lapiére 
and Demey-Ponsart.—p. 137. 
*Triad of Urethritis-Conjunctivitis-Arthritis. —p. 149, 
Ultrasonics in Dermatology. J. Meyer.—p. ° 


Syndrome Characterized by Urethritis, Conjunctivitis, and 
Arthritis——Daguet discusses the syndrome characterized by 
urethritis, conjunctivitis, and arthritis, which had been termed 
Reiter’s disease, Fiessinger-Leroy’s urethro-oculo-synovial syn- 
drome, Waelsch’s amicrobic urethritis, or pseudogonococcic 
enteritis. The variety of symptoms makes classification difficult. 
Urethritis usually appears first, but may be preceded occasional- 
ly by an enteritic phase. Within 10 days conjunctivitis may be 
the predominant feature, continuing for two weeks on an 
average. If arthralgia develops early, polyarthritis may continue 
for several months. Emphasis is laid particularly on the associ- 
ated local manifestations, such as late cutaneous lesions con- 
sisting of keratoderma, cornified cones, and urticarious ery- 
thema, mucosal lesions involving the internal surface of the 
cheeks, and digestive disturbances, which may be insignificant 
or of dysentery or colitis type. The etiology of the syndrome 
remains doubtful, but there is evidence that ultramicrobes, such 
as the Chlamydozoa oculogenitale, “L” organisms, and common 
bacteria in a submicroscopic phase may play a part. Antibiotic 
therapy .is the method of choice. An extensive bibliography 
covering all the papers published on the subject from 1916 to 
1951 is appended. 


British Journal of Radiology, London 


25:225-280 (May) 1952 


ROntgenologic Aspects of Meningiomas. E. P. Pendergrass and C. R. 
Perryman.—p. 2 

Actions of Radiations on Living Cells, 1946 and After. L. H. Gray. 

—p. 235. 

Radiology of Auditory Ossicles. E. Samuel and C. Theron.—p 245 

Cystourethrography in Women. H. Roberts.—p. 253. 

Plasma I* Index for Assessing Thyroid Activity. H. Blondal.—p. 260. 

Diastematomyelia: Tomography in Diagnosis. T. N. Cowie.—p. 263. 

Charcot’s Arthropathy of Spine, with Note on Case. H. W. Holland. 
—p. 267. 

Note on Determination of Half-Value Layers of Soft X Rays. M. T. 
Morrison and G. W. Reed.—p. 270. 

Incorporation of Methionine S* into Proteins of Jensen Rat Sarcoma 
Cells After Irradiation of Tumour. B. E. Holmes and L. K. Mee. 
—p. 273. 


British Journal of Tuberculosis, London 
46:81-130 (April) 1952 


Differential Diagnosis in Children of Pulmonary Manifestations of 
Primary Tuberculosis and Its Immediate Sequelae. L. G. Blair.—p. 83. 

Diagnosis and Treatment of Bronchial Carcinoma in Presence of Active 
Pulmonary Tuberculosis: Report of 14 Cases. W. H. Helm and A. J. 
Moon.—p. 85. 


Cancer of Lung: Laryngeal and Pharyngeal Syndrome as First Presenting 
Symptom. N. Asherson.—p. 95. 
Observations of Bronchial Arteries in Lobar Pneumonia and Pulmonary 
Infarction. L. Cudkowicz.—p. 99. 
*Pathogenesis of Tuberculosis of Female Genital Organs. S. G. Clayton. 
103. 


Symptomless Circumscribed Intrathoracic Opacities: Analysis of 56 Con- 
secutive Cases. G. Cruickshank.—p. 109. 

Natural Resistance to Multiple Tuberculous Lesions: Report of Case. 
G. A. O’Malley.—p. 115. 


Tuberculosis of Female Genitalia.—Endometrial biopsy re- 
vealed that about 5% of sterile women have tuberculous 
endometritis. Most of these women feel well and have no gyneco- 
logical symptom except sterility. In one woman biopsy revealed 
tubercles in the endometrium, and injection of endometrial 
fragments caused tuberculosis in a guinea pig. A salpingogram 
showed that the left tube was blocked at the abdominal end. 
A radiograph of the chest showed no abnormality. She was 
treated with streptomycin and p-aminosalicylic acid. A year 
later she was well, and no tubercle bacilli Could be grown. A 
second example shows that there may be no symptoms in more 
advanced cases of tuberculous salpingitis.. This woman had had 
no significant illness. At laparotomy the left.tube was found to 
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be completely disorganized, and there was a small right pyo- 
salpinx with tubercles on the adjacent peritoneum. Microscopic 
examination confirmed the diagnosis of tuberculosis. Recovery 
was uneventful after removal of the tubes. Such cases show that 
“silent” pelvic tuberculosis is an important problem. The author 
reviews some recently expressed opinions about the spread of 
tuberculosis to and from the pelvic organs, and includes obser- 
vations based on 38 recent patients seen at his hospital, includ- 
ing 3 with active pulmonary tuberculosis and 6 with healed 
pulmonary lesions. If it is accepted that the usual site of initial 
infection of the genital organs is the tubal mucosa, it still re- 
mains to be explained how the tubercle bacilli get to these sites. 
As to whether the tube is infected from the peritoneum or the 
peritoneum from the tube, it is probable that both events occur. 
All evidence is against the possibility that infection ascends 
from the lower genital tract. Concurrent genital and urinary 
tuberculosis is uncommon in women, one investigator finding 
only 4 cases of urinary tuberculosis in 200 cases of tuberculous 
salpingitis. Among the cases studied for this paper no instance 
of urinary tuberculosis was found, although every patient with 
urinary symptoms was studied thoroughly. This rarity of asso- 
ciation of genital and urinary tuberculosis is probably explained 
by the fact that in the female the urinary tract is less closely 
related to the genital organs than in the male. While studies of 
patients with infertility due to genital tuberculosis has shown that 
for the most part they remain in good health without any treat- 
ment, all patients for whom this diagnosis is made should be 
followed. 


British Medical Journal, London 


1:881-932 (April 26) 1952 

*Surgical Treatment of Chronic Ulcerative Colitis. W. R. Gabriel.—p. 881. 

Treatment of Septic Abortion. C. W. F. Burnett.—p. 886. 

Post-Mortem Diagnosis of Air Embolism by Radiography. J. D. Taylor. 
—p. 890. 

*Prolonged Anticoagulant Therapy with Heparin. A. Wynn, J. F. Goodwin 
and A. Birbeck.—p. 893. 

Mitral Valve Disease in Light of Surgical Treatment. G. Bourne.—p. 896. 

Chronic Mercury Poisoning in Latent Finger-Print Development. 
G. Forbes and J. White.—p. 899. 

Pilonidal Sinus of Axilla. I. Aird.—p. 902. 

Acrylic Replacement After Segmental Resection of Bone. J. M. P. Clark 
and A. C. Bingold.—p. 903. 

1:933-986 (May 3) 1952 

Management of Hypertension. J. McMichael.—p. 933. 

Period of Gestation. T. McKeown and J. R. Gibson.—p. 938. 

Oesophagitis. J. B. Harman.—p. 941. 

Determination of Cholinesterase Activity in Human Blood. W. N. 
Aldridge and D. R. Davies.—p. 945. 

Carcinoma of Oesophagus: Diagnosis and Surgical Treatmem of 159 
Cases. R. H. Franklin and J. J. Shipman.—p. 947. 

Cancer of Hypopharynx and Its Surgical Treatment. R. W. Raven. 

Note | on Absolute Viability in Water of S. Typhi and Dysentery Bacilli. 
J. D. Shrewsbury and G. J. Barson.—p. 954. 

Case of Myositis Ossificans Progressiva. R. H. Maudsley.—p. 954. 

Case of Glandular Fever with Cerebral Complications. I. M. Librach. 
—p. 956. 


Surgical Treatment of Chronic Ulcerative Colitis.—Failure of 
medical treatment, roentgenologic and sigmoidoscopic evidence 
of pseudopolyposis with the possibility of malignant change, and 
arthritis are the most important indications for surgical treat- 
ment of chronic ulcerative colitis. The best surgical technique 
is ileostomy and colectomy. A three stage operation for total 
colectomy is recommended. A terminal ileostomy, which is best 
performed through a short right transrectus incision, is followed 
by a subtotal colectomy three to four weeks after a satisfactory 
functioning ileostomy has been established, and this is followed 
by a total colectomy three to six months later. The author 
operated on 68 patients with this disease during the last 10 
years and used this three stage operation in 50 of them. Of the 
50 who had ileostomy (mortality 6%), 32 subsequently had 
subtotal colectomy (mortality 6.25%), and of these 21! had total 
colectomy (no mortality). Although the condition of many of 
these patients was serious when surgery was begun, the progres- 
sive improvement in weight and well-being as the various stages 
were carried out was remarkable. Carcinoma developed after the 
operation in six patients in whom the disease had been present 
for an average of 19 years. Colostomy in cases of segmental 
colitis is not indicated, since the disease will spread sooner or 
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later. Cecostomy is equally ineffective. One stage ileostomy and 
colectomy is indicated in patients with pseudopolyposis and in 
those in whom repeated blood transfusion cannot replace the 
persistent blood loss. The value of vagotomy as a surgical treat- 
ment for this disease is doubted. Ileo-anal anastomosis, appen- 
dicostomy, and other operations aiming to preserve the rectal 
function, although temporarily successful, may be easily fol- 
lowed by relapse and involvement of the remaining rectal 
segment. 


Prolonged Heparin Anticoagulant Therapy.—Thirty-seven pa- 
tients with thromboembolic diseases were treated with heparin 
for as long as five weeks. The medication was given intrave- 
nously to nine patients every four hours in doses of 50 to 75 mg. 
for 3 to 14 days by an indwelling needle with a Gorth adapter. 
Doses of 150 mg. in the form of a concentrated aqueous solu- 
tion containing 250 mg. of heparin per milliliter were given 
intramuscularly every 12 hours for 4 to 42 days to 23 patients. 
Five patients received heparin by both routes. Coagulation times 
were estimated one hour and four hours after the intravenous 
and the intramuscular injections, respectively, and again before 
the next dose was given. In most patients of the group receiving 
heparin intravenously the maximum clotting times were pro- 
longed temporarily to from 16 to 60 minutes. The minimum clot- 
ting time was almost normal at the end of four hours. Local 
infection around the indwelling needle limited the duration of 
therapy. In the patients who received heparin intramuscularly 
the maximum clotting time was reached in 3 to 4 hours and the 
minimum clotting time was maintained at approximately twice 
the preheparin level for 9 to 10 hours. Firm pressure applied 
locally after the injection reduced the tendency to bruising. Pain- 
ful nodules and hematomas occurred mainly when the dose was 
given oftener than every 12 hours, when it exceeded 150 mg., 
when the minimum clotting time was maintained above 20 
minutes, and when the patient had high venous pressure and 
loose inelastic connective tissues. In seven patients the therapy 
had to be discontinued. One patient died after recurrent myo- 
cardial infarction, and another had a mild recurrent infarction 
despite adequate prolongation of the clotting time. The drug 
rather than the method of administration may have been in- 
effective in these cases. The other 35 patients did not have 
further thromboembolic incidents. Since in acute phases of 
thromboembolic incidents intravenous injection of heparin is 
more effective than intramuscular injection, it is suggested that 
the medication be given intramuscularly only in a later stage of 
these diseases. 


Canadian Medical Association Journal, Montreal 


66:419-528 (May) 1952 


General Practitioner and Undergraduate Medical Teaching. G. E. Hall. 
—p. 419. 

Combined Antibiotic Therapy. H. Z. Pomerantz.—p. 424. 

Hepatitis in Infectious Mononucleosis. A. K. Mathisen.—p. 426. 

More Glomerular Changes in Diabetics. H. J. Barrie, C. L. Aszkanazy 
and G. W. Smiih.—p. 428. 

Study on ~—- of Collateral Ligaments of Knee Joint. W. W. D. 
Williams.—p. 

*Pulmonary are for Bronchiectasis. J. F. Paterson.—p. 

Acute Purulent Meningitis In Childhood. C. S. Anglin, G. A. Teen 
and N. Silverthorne.—p. 435. 

Hereditary Transmission of Physical Defects in EMB Family. E. R. 
Selby.—p. 439. 

Effect of Adrenal Steroids on Eosinophils. R. D. T. Cape, J. W. Thomas 
and R. A. Palmer.—p. 

Scabietic Problem. I. Price.— per 5. 

Late Results of Pneumothorax Therapy. J. H. Rubin and H. E. Burker. 
—p. 447. 

Eczema of Hands. F. E. Cormia.—p. 451. 

Pan-Hypopituitarism in Male Following Pituitary Apoplexy (Treated 
with ACTH and Cortisone). L. N. Roberts, W. M. Goldberg and 
H. Pickard.—p. 458. 

Hexachlorophene (G 11) in Surgical Scrub. Brushless Surgical Wash. 
H. Cleland.—p. 462. 

Clinical Use of Exfoliative Utero-Vaginal Cytology. A. A. Earn.—p. 465. 

Economic Organization of Anaesthesia Service in Hospital. E. Allard. 


468. 
Ulcerating Lesions of Stomach. A. W. Hardy.—p. 472. 


Pulmonary Resection in Bronchiectasis—Of 118 patients who 
underwent complete or partial lobectomy for bronchiectasis be- 
tween 1941 and 1949, a total of 104 could be followed up. Of 
the 104, 58 were satisfied with the results, 24 were partly satis- 
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fied, and 22 were dissatisfied. Thirty-eight of the last two groups 
were investigated. Four are dissatisfied because they have pain 
in the chest beneath the scar, coming on usually after exertion. 
Three are dissatisfied because thoracoplasty has been necessary 
for empyema following operation. Two are dissatisfied because 
they have pulmonary tuberculosis. Sixteen patients still have 
bronchiectasis, including nine who have residual lingular 
bronchiectasis, following left lower lobectomy, that was present 
before operation. One patient has residual right middle lobe 
bronchiectasis following right lower lobectomy. One has residual 
bronchiectasis of the anterior segment of the right upper lobe 
following right middle and lower lobectomy. In four patients 
there is residual contralateral br iectasis. One patient has 
bronchiectasis of the posterior subsegment of the left apico- 
posterior segment. Fourteen patients complained before and 
after operation of recurring attacks of what they described as 
“chest colds.” These were attacks of cough with mucoid sputum, 
with malaise, shortness of breath, and wheezing. The author 
believes that these 14 men had both bronchiectasis and recurrent 
bronchitis. Four still have both diseases, but 10 have only re- 
current bronchitis. The points Paterson wishes to stress are: 
First, the importance of complete mapping of the bronchial tree 
before resection. Second, the importance of being certain that 
the lingular segment has been properly mapped and that it is 
free of disease before a left lower lobectomy alone is done. 
Third, when it is known that residual bronchiectasis will be 
present, the patient should be warned that the operation may 
not relieve his symptoms completely. Fourth, if the patient has 
both bronchiectasis and recurrent bronchitis, removal of the 
bronchiectatic segment may not cure the bronchitis. Despite 
occasional failures, resection is an excellent operation and is 
the only means of permanent cure. 


Chirurg, Heidelberg 
23:193-240 (May) 1952. Partial Index 


Treatment of Severe Burns Sustained by Miners in Explosions. R. An- 
dreesen and E. Kriiger.—p. 193. 

W Type Hernia: Clinical and Prognostic Peculiarities. E. Melchior. 
—p. 198. 

Treatment of Tetanus with Repository Tubocurarine. F. Stein.—p. 199. 

Repository Curare in Therapy of Tetanus. S. Fackert,—p. 202. 

*Therapy and Prophylaxis of Postoperative and Traumatic Circulatory 
Collapse and of Hypotension Associated with Spinal Anesthesia: Pre- 
liminary Report. J. Feuerstake and F. Koenig.—-p. 205. 


Therapy and Prophylaxis of Postoperative and Traumatic Cir- 
culatory Collapse.—L-arterenol by intravenous drip was em- 
ployed successfully by the authors in treatment of 21 patients 
with postoperative and traumatic circulatory collapse. Six 
patients are reported on in detail. One 18-year-old patient had 
a comminuted fracture of the pelvis, one 54-year-old patient had 
been subjected to laminectomy for herniation of a nucleus 
pulposus, and four between the ages of 39 and 67 with arthritis 
deformans had been subjected to plastic operations on the head 
of the femur or on the acetabulum. Within two minutes after 
initiation of the intravenous drip of L-arterenol the blood pres- 
sure could be measured distinctly. Measurements of blood 
pressure and pulse were taken every three to five minutes. The 
blood pressure could be regulated by increasing or reducing 
the rate of flow of the drug solution. Graphic recordings of the 
blood pressure revealed rise of the systolic as well as of the 
diastolic blood pressure; consequently the mean pressure was 
increased. This is the most important indication of adequate 
peripheral blood perfusion. The rise of blood pressure was 
regularly associated with relative bradycardia, which may be 
interpreted as being due to central reflex regulation designed to 
diminish the !oad on the heart. Within a short time of application 
of the L-arterenol, respiration became quiet and deep. Hypo- 
tension during spinal anesthesia could be prevented by giving 
L-arterenol by intravenous drip at the onset of anesthesia. The 
therapeutic advantages of L-arterenol over epinephrine are its 
lower toxicity and its purely vasoconstrictor effect. Untoward 
side-effects were not observed. 
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Deutsche medizinische Wochenschrift, Stuttgart 
77:573-604 (May 2) 1952. Partial Index 


*Experimental Chemotherapy of Tuberculosis (Isonicotinic Acid Hydra- 
zide). G. Domagk, H. A. Offe and W. Siefken.—p. 573. 

*Treatment of Tuberculosis with Isonicotinic Acid Hydrazide. P. Klee. 
—p. 578. 

Myalgia. K. Voit and A. Gamp.—p. 581. 

Phiebography and Venous Pressure in Varicosities of the Lower Ex- 
tremities. F. Kaindl, W. Lindemayr and B. Thurnher.—p. 587. 


Chemotherapy of Tuberculosis.—After discussing the use of 
thiosemicarbazone (amithiozone), streptomycin, and p-amino- 
salicylic acid in the therapy of tuberculosis, Domagk and associ- 
ates describe in vitro and animal experiments with isonicotinic 
acid hydrazide and its derivatives. The studies indicate that these 
drugs have a greater inhibiting effect on tubercle bacilli than 
p-aminosalicylic acid and streptomycin. They are about 100 
times as potent as streptomycin and at least 10 times more 
effective than the most active thiosemicarbazones. Furthermore, 
the isonicotinic acid hydrazides have this effect even on strains 
of bacilli that have become resistent to p-aminosalicylic acid, 
streptomycin, and the thiosemicarbazones. Animal experiments 
also indicate that the hydrazide of isonicotinic acid is more 
effective in tuberculosis than any other drug. 


Clinical Results of Use of Isonicotinic Acid Hydrazide in Tuber- 
culosis—Humans have great tolerance for isonicotinic acid 
hydrazide. The optimal daily dose is from 10 and 15 mg. per 
kilogram of body weight, that is, from 0.5 to 0.9 gm. daily for 
adults. This quantity is divided into four (usually 0.2 gm.) doses, 
which are given orally after meals. Variations of this dosage 
may be necessary, because of cumulative effects. Treatment was 
usually discontinued for 3 or 4 days following the first 10 days 
of treatment, when p-aminosalicylic acid may be given. In some 
cases, however, treatmeat with isonicotinic acid hydrazide was 
continued for three months without interruption. Dosage should 
be such that an effective concentration is attained in the blood. 
Although parenteral administration is not absolutely necessary, 
the drug is available in a 2% solution for intramuscular in- 
jection, and is tolerated without irritation. This 2° solution can 
also be given intrapleurally; in tuberculous empyema or secon- 
dary serous pleurisy 5 cc., equal to 100 mg., can be introduced. 
In tuberculous meningitis from 1 to 2.5 cc. of a 2% solution, 
which is equal to 20 to SO mg., can be dissolved in 10 cc. of 
cerebrospinal fluid and injected intraspinally. No undesirable 
secondary effects were observed in adults with this form of 
intrathecal administration; in children further experiments are 
necessary. Inhalation of a 1% solution or introduction through 
Monaldi’s tube into cavities and fistulas also proved valuable. 
Undesirable secondary effects are slight in view of the good 
tolerance to this drug. Of 126 patients in whom the drug was 
used, 61 had been treated for from six weeks to five months. 
More than two-thirds of these 61 patients showed rapid improve- 
ment and others remained about the same. Increase in appetite 
and in weight was observed in almost all patients. Forty-five of 
the 61 patients had fever at the onset of treatment. In 32 the 
fever subsided rapidly, but in the other 13 subfebrile tempera- 
tures persisted. The sputum became negative in 15 of 58 patients 
who had bacilli in the sputum at the beginning of treatment. 
Cavities, which were present in 40 patients, disappeared in 
four without local intervention or collapse therapy; in 18 con- 
siderable shrinkage of the cavities was noted. Roentgenoscopy 
revealed some regression of foci in 14 of the 61 cases. Iso- 
nicotinic acid hydrazide effected improvement in some patients 
who had not responded to streptomycin, p-aminosalicylic acid, 
and amithiozone. High bacteriostatic potency combined with 
good tolerance and low dosage are the advantages of this drug. 


Giornale di Clinica Medica, Parma 


33:105-228 (Feb.) 1952. Partial Index 
*Tuberculosis of Lateral Cervical Lymph Nodes: Clinical and Pathogenic 
Study. B. Lorenzini and V. Maddaloni.—p. 105. 


*Hepatosplenography with Ethyl Di-lodostearate. A. Baronchelli and 
L. Rossi.—p. 150. 


Pathogenesis of Tuberculosis of Cervical Lymph Node.—From 
1945 to 1951 the authors studied 93 patients with tuberculosis 
of the lateral cervical lymph nodes in an attempt to determine 
whether this infection is lymphogenous or hematogenous in 
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origin. Only six of these patients had a history of lesions of the 
skin and mucous membranes (conjunctivitis, otitis, or tonsillitis) 
that are important factors in lymphogenous infection of the 
cervical lymph nodes. Roentgenograms revealed an old tuber- 
culous process in 64 patients, in 48 of whom it was localized 
in the respiratory system. At admission these patients were in 
good general condition, with a slightly increased erythrocyte 
sedimentation rate, mild hypochromic anemia, strong positive 
reaction to tuberculin, and mild elevation of temperature in the 
evening. Lymph node biopsy revealed caseous necrosis in some 
patients, productive processes, and exudative and inflammatory 
processes in others. Disseminated micronodular pulmonary 
tuberculosis of recent origin was present in 14 patients who 
had intermittent fever with profuse sweating, mild enlargement 
of the liver and spleen, great increase of the erythrocyte sedi- 
mentation rate, pronounced hypochromic anemia, and a negative 
or very weak reaction to tuberculin. Biopsy revealed discrete or 
conglomerate tubercles. There is no doubt about the hemato- 
genous pathogenesis of the disease in these patients, but the 
authors suggest that the disease may have the same origin in 
the other patients. According to them, if there are no lesions in 
the skin and mucous membranes, the hematogenous diffusion of 
tuberculosis to the cervical lymph nodes should be considered 
in all instances. Clinical, bacteriological, radiological examina- 
tions, biopsy and allergy tests, and the history are of great 
importance. 


Hepatosplenography with Ethyl Di-lodostearate.—A suspension 
of ethyl di-iodostearate in glucose solution was used as a con- 
trast medium in hepatosplenography. This is an isotonic colloidal 
suspension of an organic iodine preparation with particles having 
a maximum diameter of 2 ug. If the diameter of the particles 
were greater than that of blood capillaries, the substance would 
produce severe embolism. Since it is 10 to 100 times less, the 
solution easily traverses the small arteriovenous peripheral and 
pulmonary capillaries and is retained in the liver and spleen for 
as long as six days. It is very opaque, painless, easily tolerated, 
and quickly eliminated. The patient’s sensitivity should be tested 
by intradermal or intravenous injection of 2 cc. of the prepara- 
tion. The total doses used by the authors ranged from 20 to 
35 cc. There were no signs of intolerance to the drug when it 
was injected into the brachial artery of a patient with swelling 
of the right forearm, into the subclavian artery of a patient with 
swelling in the right supraclavicular fossa, and into the dorsal 
vein of the foot of a patient with varices in the left leg. With 
20 cc. the opacity of the spleen was moderate, with almost no 
visualization of the liver, whereas with 30 to 35 cc. the spleen 
was Clearly visible even in the presence of shadows attributable 
to pathological processes. The opacity was proportional not only 
to the amount of preparation but also to the velocity with which 
it was injected. Opacity in the spleen occurs about three minutes 
after the injection, increases progressively, is greatest 3 to 4 
hours later, and disappears completely after 24 hours. Opacity 
of the liver occurs after 2 hours, is greatest after 5 to 6 hours. 
and disappears within 24 hours. Sometimes a slight opacification 
of the kidney and a late opacification of the gallbladder wer 
obtained. 


Helvetica Paediatrica Acta, Basel 
7:105-228 (April) 1952. Partial Index 


“Effect of Virus of Rubeola on Human Fetus. G. Tondury.—p. 105. 

Axial Transversal Stratigraphy (Cross-Section Tomography) in Study of 
Congenital Cardiac Defects. R. Bulgarelli.—p. 156. 

Effect of Measles on Tuberculous Meningitis Treated with Streptomycin. 
A. Akkoyunlu.—p, 180. 

Chronic Granulocytopenia During Childhood. M. R. Vrtilek.—p. 207. 


Effect of Rubeola Virus on Human Fetus.—ToOndury applies 
Bamatter’s term “embryopathia rubeolaris” to the defects ob- 
served in fetuses and infants of mothers who had rubeola during 
pregnancy. Although the clinical aspects of embryopathia 
rubeolaris are well understood, little is known as yet about the 
processes taking place in the embryo. Téndury was able to 
make anatomic studies on six fetuses with the typical signs of 
embryopathia rubeolaris whose mothers had had rubeola_ be- 
tween the 3Sth and Sist day of pregnancy. At the time of inter- 
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ruption of pregnancy or delivery the gestation periods ranged 
from 68 to 276 days. The eyes, the labyrinth, and the dental 
structures were studied histologically. The observations indicate 
that the rubeola virus circulates in the maternal blood and 
reaches the fetal circulation by ultrafiltration without damaging 
the chorionic epithelium. It does not produce a systemic disease 
in the fetus, but attacks and exerts destructive effects only on 
certain organs, the lens, the epithelium of the internal ear and 
the enamel organs, that is, it has a decided organ affinity. The 
destructive process is characterized by swelling and vacuolization 
and finally there is nuclear pyknosis and the cytoplasm disinte- 
grates into droplets. These destructive processes do not appear 
simultaneously in all three organs. Whereas the lens fibers show 
degenerative changes as early as 17 days after the outbreak of 
the disease in the mother, the cells of the enamel organ and 
of the inner ear show such changes only 222 days after the 
maternal rubeola. The author believes that the virus attacks the 
epithelial cells of the lens, the auditory, and enamel organs 
during the early embryonic period and remains and multiplies 
in these tissues. Its effects become evident, however, only after 
the cells reach a stage of differentiation that is accompanied by 
great metabolic activity. In this respect the action of the rubeola 
virus is phase specific. It interferes with metabolic processes in 
the cell and finally produces degeneration of the cytoplasm. 


Hoja Tisiolégica, Montevideo 
12:1-110 (March) 1952. Partial Index 


Angiopneumography in Pleuropulmonary Tuberculosis. R. Rimini and 
A. Rodriguez.—p. 1. 

Diagnosis, Clinical Forms, and Treatment of Thoracic Actinomycosis. 
R. J. Pintos Fuentes.—p. 61. 

Two Years of Dispensary Practice in a Department in the Interior. 
H. G. Cardoso.—p. 69. 

*Tuberculous Morbidity and Mortality in BCG Vaccinated and Control 
Groups. R. G. Bacigalupi.—p. 73. 


Tuberculous Morbidity and Mortality in BCG-Vaccinated 
Children.—The clinical histories of 4,986 children treated at the 
hospital of Dr. Pedro Visca between October, 1943, and October, 
1951, showed that 2,804 (56.2%) had received BCG vaccination 
at birth; most of these came from modest homes and had the 
same living conditions as others who had not been immunized. 
The remaining 2,182 (43.7%), consisting chiefly of children who 
had never been immunized, included an unknown proportion 
who had been BCG vaccinated; this improves the morbidity and 
mortality indexes of the control group. There were 26 cases of 
tuberculosis with 6 deaths in the first group, and 93 cases with 
41 deaths in the control group. Analysis of the figures showed 
16 cases of tracheobronchial adenopathy, 6 cases of pulmonary 
and pleuropulmonary tuberculosis, and 4 cases of tuberculous 
meningitis in the vaccinated group; the corresponding figures for 
the control group were 35, 11, and 37, with 10 cases of miliary 
tuberculosis. A striking fact was the absence of tuberculous 
meningitis among the vaccinated children from September, 1946, 
to October, 1951; during the same period there were 21 cases 
among the controls. Disseminated and meningeal infections oc- 
curred more than 12 times as often among the nonvaccinated 
children as among the vaccinated. The mortality figures were 
probably somewhat higher than the hospital statistics given, 
because certain children who were removed in serious condition 
cannot have survived long. BCG vaccination evidently confers 
protection during the first years of life when tuberculosis is most 
serious; periodic revaccination until the end of the second year 
is apparently needed to maintain immunity. 


Klin. Monatsbl. fiir Augenheilkunde, Stuttgart 


120:337-448 (No. 4) 1952. Partial Index 
Intermittent Exophthalmus and Blindness. L. Hoégel.—p. 346. 
*Eye Changes in Congenital Heart Disease. M. Burk and F. Northoff. 
—p. 351. 
Eye Changes in Malnutrition. H. F. Piper.—p. 357. 
Eye Lesions Caused by Caterpillar Hairs. H. Geserick.—p. 373. 
Relation Between Myopia and Corneal Scars. K. Rumpelhardt.—-p. 397. 


Eye Changes in Congenital Heart Disease.—Ophthalmologic 
studies were made on 74 patients with congenital cardiac defects, 
at a time when the exact nature of the defect had not as yet been 
ascertained. Later it was found that 27 had the tetralogy of 
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Fallot, 15 had Eisenmenger’s complex, 11 had patent ductus 
arteriosus, and 21 had various atypical deformities. The children 
with patent ductus arteriosus without cyanosis, also had no eye 
ground changes or polycythemia. However, children with the 
tetralogy of Fallot or symptoms of congenital cyanotic heart 
disease had eye changes such as cyanosis of the conjunctivas and 
retinas, erythema of the optic papillae, tortuosity, and dilatation 
and darkening of the retinal vessels, particularly of the veins. 
The degree of eyeground changes corresponded to the severity 
of the cyanosis and polycythemia. They are regarded as mani- 
festations of compensation. The chronic oxygen deficiency 
characteristic of this form of heart disease is present also in 
persons at high altitude, and similar changes are observed in 
their eyes before acclimatization has taken place. 


Lancet, London 


1:831-884 (April 26) 1952 

After 56 Years. J. Learmonth.—p. 831. 

*Coeliac Disease: Gastro-Intestinal Studies and Effect of Dietary Wheat 
Flour. C. M. Anderson, A. C. Frazer, J. M. French and others. 
—p. 836. 

*Nephrosis Treated by Malaria. D. Gairdner.—p. 842. 

Malarial Therapy in Lipoid Nephrosis. E. A. J. Byrne.—p. 844. 

Management of Respiratory Infections in Patients Severely Paralyzed by 
Poliomyelitis. F. H. Stevenson.—p. 845. 

Cortisone and A.C.T.H. in Exophthalmic Ophthalmoplegia. G. N. 
Chandler and S. J. Hartfall.—p. 847. 

Effect of Splenectomy in Case of Congenital Porphyria. C. H. Gray. 
—p. 851. 


Celiac Disease: Effect of Wheat Flour.—Ten children with celiac 
disease, in whom the diagnosis was established by clinical, bio- 
chemical and radiological evidence, were studied while they 
were On a norma! hospital diet. As children with celiac disease 
apparently show the same radiological changes in the small 
intestine and the same biochemical abnormalities as adults with 
idiopathic steatorrhea, it seems likely that they have the same 
defect of absorption in the upper intestine. On the normal 
hospital diet there was an increase in fecal fat, apparently be- 
cause of an absorption defect. In these children fat was normally 
digested and prepared for absorption by fine emulsification, but 
absorption of particulate fat was delayed and depressed, as 
shown by the chylomicrographs. The glucose tolerance curves 
were also compatible with an absorption defect, which may 
possibly be due to excessive mucus secretion or lack of in- 
testinal motility, as suggested by the radiological findings. Ob- 
servations of Dicke and the later studies of Weijers and van de 
Kamer of the Netherlands in 1950, on the beneficial effect of 
excluding wheat and rye flour from the diet of celiac children, 
induced the authors of this report to try a wheat free diet. Such 
a diet produced striking clinical improvement and increased the 
absorption of fat. The 1adiographic appearancés of the small 
intestine and the absorption of dextrose and particulate fat also 
became more normal, suggesting that all absorption had im- 
proved. The effect of reintroducing wheat flour or wheat gluten 
demonstrated that wheat causes deterioration in celiac children. 
Wheat starch does not have the same action as wheat flour, show- 
ing that it is not the starch that is harmful; in fact, children 
receiving a relatively large amount of starch improved. In the 
diets prescribed by previous workers, who reported that starches 
had a deleterious effect in celiac disease, removal of starches was 
synonymous with removal of wheat flour. The present studies 
indicate that there is no need to restrict intake of carbohydrates 
or even fat; choice of food may be almost unlimited, provided 
that wheat and rye flour are excluded. 


Nephrosis Treated by Malaria.—lIt is known that in nephrosis 
(type 2 nephritis of Ellis) a remission may sometimes be initi- 
ated by such factors as infections, particularly measles, infusions 
of plasma, and administration of urea, salts such as potassium 
citrate, or corticotropin. Sometimes the remissions provoked by 
these means have proved long-lasting and amounted to cures. 
Since malaria can be easily induced and easily controlled, four 
patients with the nephrotic syndrome were infected with malaria. 
The first three of the patients had the nephrotic syndrome in 
its pure form, with normal or nearly normal blood pressure, 
no nitrogen retention, and only a few red cells or casts in the 
urine. In case 4 there was nitrogen retention, and red cells and 
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granular casts were always numerous in the urine; the histo- 
logical features of the kidney in this case were those of Ellis type 
1 nephritis. Malaria induced a striking remission in two of the 
first three patients, who were still well three years and one year 
later. In the third child malaria produced no remission, but the 
plasma cholesterol level fell temporarily from a high to normal 
level; this response was also seen in the child with a nephrotic 
syndrome due to a type 1 nephritis. The author suggests that 
the effect of malaria in nephrosis may be essentially the same 
as that of corticotropin. In any case, since nephrosis, in its earlier 
stages at least, may be reversible, the physician should try the 
agents known to have initiated remissions, and malaria seems 
worth using in this manner. 


1:885-934 (May 3) 1952 

Structural and Functional Plasticity of Influenza Virus. W. Smith. 
—p. 885. 

Subdural Effusions in Purulent Meningitis. H. E. Jones.—p. 891. 

Daily Urinary 17-Ketosteroid Output of African Negroes. N. A. Barnicot 
and D. Wolffson.—p. 893. 

Functional Disorders of Small Bowel After Gastrectomy and Vagotomy: 
Correlation of Radiographic and Kymographic Studies. A. J. Glaze- 
brook.—p. 895 

Disinfectant Barrier in Dressings Applied to Burns. E. J. L. Lowbury 
and A. M. Hood.—p. 899 

Osteomyelitis of Skull Complicating Acute Frontal Sinusitis: Report of 
Two Cases. W. L. Thompson, J. V. Clark and J. A. Simons.—p. 901. 

*Rupture of Testicle. C. Dundon.—p. 903. 


Rupture of Testicle-—A man, aged 49, was kicked in the scrotum. 
When he was seen eight hours later, the scrotum was grossly 
swollen, and a diagnosis of bilateral hematoceles with «< super- 
ficial hematoma was made. He had passed urine since the ac- 
cident, and tests for hematuria were negative. With the patient 
under anesthesia an incision was made over the left hematocele, 
and multiple clots were removed. There was a longitudinal rup- 
ture of the tunica albuginea, with protrusion of testicular tissue. 
The tunica was closed with interrupted catgut sutures. Another 
incision was made over the right hematocele. Many clots were 
removed, but the testicle presented only a minor contusion. A 
drain was inserted into each hematocele, and the wounds were 
closed with catgut sutures. Penicillin and sulfadimidine were 
given for seven days. Convalescence was uneventful. Seven 
months later the left testicle was normal. At the time of the 
operation, the author had thought that the testicle would atrophy. 
Now he believes that such a prognosis is unwarranted, and 
recommends exposure and examination of the testicle in every 
case in which a hematocele follows trauma. If the testicle is rup- 
tured, suture of the tunica albuginea should be attempted instead 
of orchidectomy. 


Medical Journal of Australia, Sydney 


1:425-460 (March 29) 1952 


Epidemiology of Infectious Diarrhoea. S. D. Rubbo.—p. 425. 

Bacteriology of Infectious Diarrhoea. R. Mushin.—p. 428. 

Effect of Pneumothorax on Pulmonary Vital Capacity. A. H. Campbell. 
—p. 432. 

Kaposi's Varicelliform Eruption Due to Vaccinia Virus. M. H. Slonim. 
—p. 434, 

1:461-496 (April 5) 1952 

Centenaries of 51. H. Sutton.—p. 461. 

Effect of Hyaluronidase on Absorption of Heparin. P. Hagen.—p. 471. 

Incidence of Retrolental Fibroplasia in Premature Infants in Sydney. 
E. H. Hipsley.—p. 473. 

*Pain in Cardiac Infarction. J. A. Forbes.—p. 475. 

Tuberculosis Mortality Rates of Native-Born White Australians and 
Migrants, 1910-1912, 1920-1922, 1932-1934 and 1946-1948. P. D. Abbott. 
—p. 476. 


Pain in Cardiac Infarction—The reports of 167 consecutive 
cases of cardiac infarction discovered at postmortem examina- 
tion were correlated with the clinical histories, which were 
examined particularly for an account of the pain that might have 
been associated with the occurrence of the infarct. The term 
“recent” is applied to infarcts in which fibrosis was not apparent 
on macroscopic examination, their maximum age being about 
three weeks. Circumscribed scars are classified as old infarcts. 
Thirty-nine per cent of the subjects had had recent infarcts only, 
while in 26% the infarcts were healed. In the remaining 35% 
of cases, old and recent infarcts were recognizable in the same 
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heart. Pain of cardiac origin (including angina of effort) was 
recorded in 53% of the patients, vague pain of doubtful origin 
in 12%, and no pain in the remaining 35%. This indicates that 
the proportion of cases of painless cardiac infarction is greater 
than is commonly believed. All subjects with thrombotic occlu- 
sion of a coronary artery gave a history of related cardiac pain, 
but these comprised a total of 19 subjects only. The occurrence 
of cardiac infarction a short time prior to death was usually 
accompanied by sudden circulatory failure, often indistinguish- 
able from shock. The onset was often accompanied by sudden 
congestive cardiac failure, at times by repeated fainting attacks, 
and occasionally by coma comparable to that of a cerebro- 
vascular accident. On the other hand, in some cases old infarcts 
were found in subjects who had given histories of angina of 
effort dating from an acute painless illness, at times called in- 
fluenza, for which they had not consulted a physician, and in 
others the infarction had apparently been associated with 
symptoms mild enough to be considered unimportant by the 
patient. 


Nordisk Medicin, Stockholm 


47:411-442 (March 28) 1952. Partial Index 


*Treatment of Wounds with Septofyllin with Special Regard to Effect on 
Chronic Ulcers of Leg. R. Carleson and P. Garsten.—p. 412. 

Prolapse of Mucosa Through Pylorus as Surgical Problem. P. Castrén. 
—p. 416. 


*Corticotropin Therapy in Psychoses. B. Korner and N. P. Jepsen. 
—p. 421. 


Rupture of Lateral Ligaments in Ankle. S. Rosendahl-Jensen.—p. 423. 

Differential Diagnosis Between Strangulated Ileus and Acute Expansive 
Gynecologic Disease. E. Klintskog.—p. 426. 

Thrombosis of Renal Vein, Clinically Characteristic Syndrome. O. J. 
Broch.—p. 428. 


Local Treatment of Cystitis Calcarea. P. Ahnfelt.—p. 432. 


Treatment of Wounds with “Septofyllin.”—“Septofyllin” (a 
water-soluble preparation of sodium, copper, and chlorophyll 
with a quaternary ammonium germicide added) has been used 
with gratifying results by Carleson and Garsten since 1951 in 
about 100 cases of ulcers, wounds, and burns. Improvement 
occurred in all but 1 of the 32 cases of chronic ulcers of the 
leg, of which 2 were due to frostbite, 5 were traumatic, and 25 
were varicose and arteriosclerotic. The ulcers had been present 
from 2 weeks to 12 years. The treatment was applied for as 
long as two months. In some cases a week elapsed before im- 
provement was evident. The deodorizing and antipruritic effect 
was obvious, the bactericidal effect was good, and macroscopi- 
cally normal granulation tissue was seen. “Septofyllin” is an 
adjuvant to treatment, not a substitute for adequate surgical or 
medical therapy. 


Corticotropin Therapy of Psychoses.—Eight psychotic patients 
were treated with corticotropin (ACTH) in daily doses of 40 
mg., usually for 7 to 10 days. In the three cases of acute de- 
lirium the effect was good, and in two cases life-saving. In a mild 
manic psychosis the effect was doubtful. In the three cases of 
endogenous psychosis and in a psychosis of schizophrenic type 
the treatment with corticotropin had no effect. 


47:443-472 (April 4) 1952. Partial Index 


*Anal Abscesses and Fistulas: Results of Treatment. O. Poulsen.—p. 447. 

Thoracoplasty with Supplementary Filling with Oil (‘“Oleoplasty”’). 
R. Ho!lmboe.—p. 450. 

Acromioclavicular Arthroplasty. I. Spak.—p. 454. 


Glove Talc in Surgical Wounds and Abdominal Cavity. R. Brandberg. 
—p. 456. 

Effect of Work in Ventricular Septal Defect With and Without Over- 
riding Aorta. E. Varnauskas, H. Eliasch and L. Werk6.—p. 457. 

Anomalies in Internal Carotid Artery. O. Malver.—p. 460. 


Anal Abscesses and Anal Fistulas.—A series of anal abscesses 
and fistulas treated in Bispebjerg Hospital from 1938 to 1950 
is reported on. In the 211 cases of anal abscess, treatment con- 
sisted of simple incision, with unroofing done in only one in- 
stance. Of 146 patients given a follow-up examination, 109 were 
well. Recurrence was reported in 33 cases, or 23.3%. Of the 96 
cases of anal fistulas 60% were treated by excision, 40% by 
discission. Follow-up examination showed 69 patients to be well. 
Recurrence was.reported in 13 cases, or 15.9%. Poulsen says 
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the frequency of recurrence clearly reveals that the more con- 
servative methods of treatment are not so reliable as more radical 
methods. He concludes that effective treatment of anal abscesses 
requires broad incision with unroofing of the abscess and re- 
moval of the crypt, and that anal fistulas should be excised broad- 
ly with vertical division of the sphincter or use of silk ligature. 
Suture of the sphincter, skin, and mucous membrane is not 
advised, as it involves considerable danger of recurrence and 
does not lessen the danger of sphincter insufficiency. 


Pediatria, Naples 
60:1-111 (Jan.-Feb.) 1952. Partial Index 
In Vitro Sensitivity of Some Species of Enterobacteria to Chemotherapy 
and Antibiotic Therapy. G. R. Burgio and A. Albeggiani.—p. 1. 
*Follow-Up Study of Persons Vaccinated with Petragnani’s Anatuberculin. 
M. Verde.—p. 13. 
Study on Blood Fibrinolysis in Children. E. Grasso.—p. 27. 


Antituberculosis Vaccination with Petragnani’s Anatuberculin. 
—In 1938 children between the ages of 2 months and 9 years 
were vaccinated with Petragnani’s anatuberculin. Many were 
malnourished, underdeveloped, syphilitic, rachitic, and dyspeptic. 
The vaccination was done by Salvioli’s technique, which consists 
of four simultaneous punctures arranged quadrilaterally on the 
forearm. The total dose of anatuberculin ranged from 0.30 to 
0.50 cc., according to the age, weight, and general condition of 
the child. Only 28 of the children were followed. In those who 
died while still at the clinic autopsy did not reveal a tuberculous 
process. In three children seen four to seven months after the 
vaccination there was no reactivation of the vaccinal focus and 
the cutaneous allergic reaction was negative. In the other 25 
children the inflammatory reaction was reactivated from 20 days 
to 7 months later. There were no disturbances attributable to the 
vaccination, and some malnourished children even gained weight. 
In some children the allergic reaction was still positive after two 
years, although they had had influenza and whooping cough. 
In 1950, a clinical and radiological follow-up of six of these 
children did not reveal a tuberculous process, and the allergic 
reaction was still positive despite the unfavorable living condi- 
tions and the stress of the war. The author believes the anti- 
tuberculous vaccination with Petragnani’s anatuberculin accord- 
ing to Salvioli’s technique had had a specific protective action in 
these children. 


Philippine Medical Association Journal, Manila 
28:105-176 (March) 1952 


Prostatic Surgery in Cardiac Patients. D. Antonio Jr. and A. M. Samia. 
. 105. 


Management of Bartholin Gland Abscess and Cyst. G. Sepulveda Jr. and 
L. M. Ibarra.—p. 115. 

Management of Philippine Hospitals. E. F. Ochoa.—p. 121. 

Combined Immunization Against Diphtheria, Pertussis, and Tetanus 
Using Triple Toxoid—Follow-Up of 1,286 Cases. R. Carretero and 
Fe del Mundo.—p. 141. 


Policlinico (Pract. Sect.), Rome 
59:369-404 (March 24) 1952 


Antituberculous Therapy with New Derivati-es of Nicotinic Acid. 
B. Besta and S. Valenti.—p. 369. 

Abdominal Syndrome Caused by Bite of Spider Simulating Gastric or 
Duodenal Ulcer. G. Gennari.—p. 373. 

*Galactorrhea Following Thoracoplasty. A. Mazzarella and F. Picconi. 
—p. 381. 


Galactorrhea After Th plasty.—Nonpuerperal lactation is 
reported in a 34-year-old married woman after right thora- 
coplasty for cavitary pulmonary tuberculosis. The postoperative 
course was normal, but after two weeks mammary secretion 
began and persisted for about two months. The mechanism of 
postoperative lactation is not known. Several hypotheses have 
been advanced. During pregnancy the production of estrogen 
and progesterone is increased and breast development proceeds 
under the stimulation of these steroid hormones derived from 
the placenta. The onset of lactation following pregnancy is as- 
sociated with secretion of prolactin by the pituitary and with 
the postpartum fall in estrogen and progesterone levels that 
follows removal of the placenta. The maintenance of lactation 
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depends on an afferent neurogenic impulse originating in 
mechanical sensory stimulation due to suckling, which in turn 
stimulates the hypothalamus and the pituitary to cause continued 
prolactin secretion. Probably the most important factor associ- 
ated with lactation after thoracoplasty is continuous stimulation 
of the neurogenic component of the lactation mechanism and 
consequent release of pituitary prolactin due to mechanical 
injury and inflammation of the thoracic nerves during the 
operation. The inflammatory stimulation of the cut nerve ends 
may be regarded as equivalent to the stimulus derived from the 
suckling reflex. Some authors explain lactation after thora- 
coplasty on the basis of the alarm reaction of Selye. In this report 
the authors review 14 cases of galactorrhea reported in the 
literature. 


Prensa Médica Argentina, Buenos Aires 


39:229-274 (Feb. 8) 1952. Partial Index 
Penicillin Therapy and Syphilis. Comparative Clinical Study. M. I. 
Quiroga, J. O. Agneta, J. Chiriboga and V. Hahn.—p. 229. 
Indications for Vioform in Dermatology. Clinical Results Obtained in 
374 Patients. E. E. Tello.—p. 242. 
Kartagener’s Syndrome. Case Report. R. Dassen and D. Gotlieb.—p. 249. 
*Carbuncle of the Kidney. E. Ayas, P. Maslo and I. Elkouss.—p. 252. 
Hamartoma of the Liver. O. F. Longo, J. César and J. Aguirre.—p. 258. 


Renal Carbuncle.—The existence of a renal carbuncle may be 
suspected when a patient who has recently had furuncles or 
some other staphylococcic infection has evidence of severe in- 
fection, with signs of localization in the kidney. Renal carbuncle 
should be especially suspected if the kidney is enlarged and pain- 
ful to the touch, there is a diminished kidney function parallel- 
ing in degree the extent of the disease, and if the urine shows no 
abnormality other than a slight albuminuria (resulting from 
toxicity). Pyelography is a valuable diagnostic aid; the images 
shown are those accompanying renal tumors, including compres- 
sion, displacement, deformation, or amputation of the calyces, 
and sometimes lacunae or cavities caused by filling of necrotic 
areas. Symptoms such as muscular contraction, intense local 
pain, and those resulting from psoitis relate more to perinephritic 
phlegmon, which almost always complicates the condition, than 
to the renal carbuncle itself. Perirenal abscess is usually pos- 
terior, between the kidney and Gerota’s fascia, and if untreated 
will perforate the fascia and lead to infection of the retroperi- 
toneal tissues. An anterior perirenal abscess will perforate the 
peritoneum, causing acute abdominal symptoms. Renal car- 
buncle and perirenal abscess must be differentiated from various 
conditions with similar symptoms, such as retroperitoneal and 
subphrenic phlegmon and abscesses, and renal tumors. Neph- 
rectomy, drainage, and enucleation of the carbuncle each have 
their advocates; no single treatment will be satisfactory in all 
cases. Antibiotics will often cure mild carbuncles diagnosed 
early; others may be successfully treated by enucleation or par- 
tial resection. Drainage of perirenal phlegmon is usually insuffi- 
cient when there is an underlying carbuncle; in any case, it should 
be followed by renal decapsulation. Nephrectomy should be done 
in cases in which the kidney is extensively involved, or the pa- 
tient’s condition disquieting. 


39:421-476 (March 7) 1952. Partial Index 
*Shoulder-Hand Syndrome in Coronary Disease. A. Navarro.—p. 421. 
Nailing of Humeral Head Fractures. O. Voss.—p. 428. 
Esophagopulmonary Fistula from Calcified Tuberculous Adenopathy. 

Carlos Rey, A. Rosenfeldt and P. Rubinstein.—p. 433. 
Monilial Vulvovaginitis. G. di Paola and E. Vasquez Ferro.—p. 440. 
Hypertensive Supramalleolar Ulcer. A. S. Benchimol.—p. 444. 
New Reflexes of Gluteal Region. J. Dalma.—p. 449. 


Shoulder-Hand Syndrome in Coronary Disease.—The massive 
swelling and severe pain of the shoulder-hand syndrome may not 
appear until some time after the causative coronary accident and 
may, as a result, be attributed to local conditions such as arthritis 
of the shoulder or hand, scapulohumeral periarthritis, or phleg- 
mon of the hand. The underlying heart disease may be un- 
recognized because its symptoms resemble those of gastric or 
hepatic diseases. The arm on the affected side is held in a sling 
position and even slight movement increases the pain, which is 
not relieved by nitrites but is lessened by acetylsalicylic acid 
(aspirin) and similar substances. The local symptoms are caused 
by vasomotor reactions of the skin, edema of an inflammatory 
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type in the subcutaneous cellular tissues, muscular atrophy and 
contracture, metacarpal and interphalangeal arthritis, and 
osteoporosis of the epiphyses. Complete cure takes place in some 
cases; in others the condition becomes chronic, with exacerba- 
tions depending on the underlying coronary disease. Treatment 
of the underlying disease and cervicodorsal radiotherapy (from 
the fourth cervical to the second dorsal vertebrae) proved bene- 
ficial in the author’s cases. 


Presse Médicale, Paris 


60:509-528 (April 9) 1952. Partial Index 

New Method of Biological Evaluation of Urinary 1!1-Oxysteroids. 
F. Coste, F. Delbarre and F. Laurent.—p. 509. 

Modifications of Chemical Activity of Stomach in Patients with Gastric 
and Duodenal Ulcers; Their Diagnostic Value and Pathogenic Signifi- 
cance. A. Lambling and J. Zahar.—p. 513. 

“First Trials of Transfusion of Leukocytes and Platelets Labeled with 
Radioactive Phosphorus in Man. J. Julliard, B. Maupin, A. Loverdo 
and others.—p. 518. 


Transfusions of Leukocytes and Platelets Labeled with Radio- 
active Phosphorus.—Leukocytes obtained from normal blood 
were labeled by being brought into contact with radioactive phos- 
phorus for two hours. A technique of rapid separation in silicon- 
ized flasks permitted completion of the entire procedure of 
collecting, separating, and labeling in six hours. A transfusion 
of the labeled leukocytes was then given to a man with chronic 
lymphoid leukemia and an equivalent amount of radioactive 
phosphorus in an inorganic solution was administered intra- 
venously to another patient with chronic myeloid leukemia. The 
transfused leukocytes could be traced in the circulating blood 
of the recipient, and results showed that the radioactive phos- 
phorus bourd to the leukocytes disappeared much more rapidly 
from the circulating blood than the free radioactive phosphorus. 
Rabbits were then given intravenous injections of human leuko- 
cytes labeled in vitro with radioactive phosphorus. The liver 
and the lungs proved to be the organs with the greatest radio- 
activity in the animals that were killed 15 to 30 minutes after 
the injection. Most of the radioactivity was observed in the lungs, 
and this was correlated with microscopic demonstration of en- 
gorgement of the pulmonary capillaries with leukocytes. In the 
animals killed three hours to four days after the injection, these 
differences in radioactivity became less pronounced, and the 
spleen also showed considerable radioactivity. In the control 
animals that had been given injections of radioactive phosphorus 
in inorganic solution, the radioactivity of the lungs was insig- 
nificant regardless of when the animals were killed. In additional 
experiments platelets obtained from 5 liters of human blood were 
labeled with radioactive phosphorus by the same technique as 
that used for labeling human leukocytes in vitro. A patient with 
acute leukemia was given in the course of two hours a trans- 
fusion of 100 cc. of a suspension of these platelets. Studies on 
specimens of blood withdrawn from the patient at various inter- 
vals after the transfusion suggested that the transfused platelets 
disappear rapidly and that the diffusion of the radioactive phos- 
phorus in the circulating blood is imperceptible after two hours. 
In rabbits killed 20 to 30 minutes after the injection of platelets 
labeled with radioactive phosphorus, the greatest radioactivity 
was observed in the spleen, which seems to play a part of selec- 
tive fixation comparable to that shown by the lungs with regard 
to the leukocytes. 


60:529-548 (April 12) 1952 
*The General Adaptation Syndrome of Selye and the Phenomena of Reilly. 
P. Decourt.—p. 532. 
Hydrazine of Isonicotinic Acid in Treatment of Tuberculosis. E. Sivriére. 
—p. 534. 


Selye’s Generai Adaptation Syndrome and Reilly’s Phenomena. 
—Decourt calls attention to a report by J. Reilly and other 
French investigators in 1934 that was the first of a series on the 
role of the sympathetic nervous system in certain intestinal 
lesions, the first studies being made on typhoid patients. Sub- 
sequently these investigators showed the nonspecific character 
of this reaction and spoke of it as Reilly’s phenomena. Decourt 
then shows that the reactions of the organism to which Selye 
applied the term “the general adaptation syndrome” are identical 
with Reilly's phenomena. These reactions are not the result of 
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modifications of the adrenal cortex, as is maintained by Selye, 
but are, as Reilly and co-workers demonstrated, due to action 
on the sympathetic nervous system by the attacking agent. On 
the other hand, it has not been demonstrated how the initial 
lesion of the sympathetic nerve fibers provoke the nonspecific 
reactions in the peripheral cells. Reilly’s school suggested the 
simultaneous action of several mechanisms: liberation of chemi- 
cal mediators or toxic organic products, or direct trophic actions, 
and secondary endocrine reactions. The role of the adrenals in 
Reilly's phenomena will be discussed in a later report. 


Quarterly Journal of Medicine, Oxford 


21:123-248 (April) 1952 

Benzidine Test for Occult Blood in Faeces. C. D. Needham and R. G. 
Simpson.—p. 123. 

Some Aspects of Natural History of Disseminated Sclerosis. Part 1. 
Incidence, Course, and Prognosis. Part II. Factors Affecting Onset and 
Course. D. McAlpine and N. Compston.—p. 135. 

Treatment of Intermittent Claudication. M. Hamilton and G. M. Wilson. 
—p. 169. 

Obliterative Disease of Abdominal Aorta and Iliac Arteries with Inter- 
mittent Claudication. A. Kelwick, L. McDonald and R. Semplie.—p. 185. 

*Local Circulatory Changes Associated with Clubbing of Fingers and 
Toes. G. M. Wilson.—p. 201. 

Diagnostic Value of Serum Iron Studies in Haemochromatosis: Observa- 
tions on Seven Patients. J. C. Houston and R. H. S. Thompson.—p. 215. 

Metabolic Studies in Severe Diabetic Ketosis. J. D. N. Nabarro, A. G. 
Spencer and J. M. Stowers.—p. 225 


Circulatory Changes in Clubbing of Fingers and Toes.—Pre- 
vious reports of increased blood flow through clubbed fingers 
were confirmed in cases of clubbing associated with cardiac and 
pulmonary disease. The increase in blood flow was not due to 
the action of vasodilator nerves. Two cases of unilateral club- 
bing due to arteriovenous fistulas are described. In one the 
fistula was in the distal part of the foot, and there was con- 
spicuous unilateral clubbing of the toes. In the other a fistula 
was in the left index finger, which alone was clubbed. In both 
cases there was increased circulation in the affected digits. 
Evidence is presented that reduction in peripheral blood flow led 
to regression of clubbing, particularly in cases in which ligation 
of a subclavian artery caused asymmetry in the degree of finger 
clubbing. In clubbing associated with intrathoracic disease, suc- 
cessful surgical or medical treatment of the underlying condition 
led to a decrease in finger blood flow and gradual disappearance 
of the clubbing. It is believed that the blood flow to clubbed 
digits is in excess of physiological requirements, and largely 
passes through the numerous arteriovenous anastomoses in the 
distal segments. The direct passage of blood from digital arteries 
into the deep venous plexuses is held to account for the structural 
changes demonstrated in clubbed fingers. Comparison is made 
between such changes and those related to pathological arterio- 
venous fistulas in limbs. The superfluous blood flow in unilateral 
clubbing is thought to be due to physical abnormalities in the 
arterial tree. In bilateral clubbing it is probably a result of 
generalized circulatory disturbances. 


Revista de Hospital das Clinicas, Sao Paulo 
7:1-84 (Jan.) 1952. Partial Index 


Functional Exploration of the Lungs in Decompensated Cardiopathy Due 
to Chagas’ Disease. L. V. Décourt, H. Haebisch and E. Barbato.—p. |. 

Constitutional Capillaropathy: von Willebrand’s Type and Simple 
Capillary Type. M. Abu Jamra, R. Lichtenstein, C. Buhler Vieira and 
M. O. Ribeiro Leite.—p. 12. 

*Osteomyelitis Following Intramedullary Infusion in Infants, F. Pires de 
Camargo and J. Passarelli Jr.—p. 33. 

Repair of Soft Parts in Orthopedic and Traumatological Surgery. 
L. Barros de Abreu.—p. 41. 


Osteomyelitis Following Intramedullary Infusion in Infants.— 
Osteomyelitis of the tibia developed in 8 patients in a group 
receiving about 800 intramedullary infusions at the Hospital das 
Clinicas at Sao Paulo. Four of the patients with osteomyelitis 
recovered without after-effects during a 12 month follow-up 
period, two died, and two had serious residual disabilities. The 
intramedullary route should never be used for infusions in the 
presence of infection; osteomyelitis following intramedullary in- 
fusion may result in death or deformity. Destruction of the bone 
and epiphyses results in shortening of the affected limb, some- 
times necessitating amputation. Intramedullary infusion should 
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be resorted to only when no other method is feasible, and should 
always be carried out by a physician familiar with the problems 
involved. The needle should be withdrawn after each infusion; 
leaving it in place for a prolonged period is a frequent cause of 
infection. Another important precaution is immobilization of the 
limb to keep the needle from moving and to protect the puncture 
site from possible contamination. A small device for securing 
immobility of the needle is described by the authors. 


Revista de Medicina e Cirurgia de Sao Paulo 


12:133-214 (March) 1952 


Cancer of the Esophagus and Cardia. J. M. de Freitas, M. Ramos de 
Oliveira, E. B. Montenegro and H. Lotufo.—p. 133. 

“Hormone Treatment of Varices of Pregnancy. C. Tortelly Costa and J. 
Pantaleao.—p. 185. 


Hormone Treatment of Varices of Pregnancy.—Varices may 
develop during the last part of the first trimester of pregnancy, 
increasing rapidly in size until the beginning of the last trimester, 
when they seem to become stationary. They are localized mostly 
in the lower part of the body, especially the genitalia and the 
termination of the rectum, on the outer surface of the hips, and 
in the legs, and are usually bilateral. Pain caused by large serpen- 
tine varices may be so severe that the patient is unable to carry 
on her usual activities; small vessels dilated over a large area 
may cause discomfort and are unsightly. Varices are a frequent 
complication of pregnancy; they occurred in 1,060 of a series 
of 1,675 pregnant women studied by the authors. The high 
incidence in this series is attributed to factors such as probable 
hormone deficiency, the fact that the women lived in hill country 
and were obliged to carry heavy objects, such as buckets of 
water, and dietary deficiency. The weakening and relaxation of 
the walls of the veins that results in distention has been at- 
tributed to the presence of a hormone in the circulation, and 
various estrogens have been found useful in treating the con- 
dition. Benzoate of estradiol (progynon B® in oil) was used with 
good results by the authors, who report 37 typical cases; all 37 
patients had severely painful varices and all experienced relief 
of pain; in 25 no further increase in the size of the vessels took 
place, and in 12 there was a diminution in size. Intolerance to 
the medication was not observed, and there were no complica- 
tions, either during labor or the puerperium. Benzoate of estradiol 
may reduce lactation, and its use is not advised when labor is 
near. The newborn were not affected, and there were no cases 
of abortion. 


Semaine des Hopitaux de Paris 
28:1249-1290 (April 22) 1952 


*Piperoxan Test in Arterial Hypertension. E. May, Lamotte-Barrillon, 
R. Heyblon and C. Laville.—p. 1249. 

Atypical Myeloma; Study of Roentgenologic, Cytological and Clinical 
Pecularities. G. Gelin.—p. 1256. 

*Epidemiology and Prophylaxis of Poliomyelitis. J. Boyer.—p. 1263. 


Piperoxan Test in Arterial Hypertension.—Piperoxan (2-[1- 
piperidylmethy]]-1,4-benzodioxan, or 933F), in doses of 0.25 mg. 
per kilogram of body weight in two minutes was injected in 55 
patients (33 with essential hypertension, 14 with moderate or 
doubtful hypertension, and 8 with normal blood pressure). Ex- 
cept for mild tachycardia, restlessness, and anxiety, the test was 
well tolerated. The patients with essential hypertension showed 
a temporary rise in the arterial tension and pulse rate. The rise 
of the systolic blood pressure was characteristic, while that of 
the diastolic pressure was less constant. The increase in systolic 
pressure was greater in the patients with essential hypertension 
than in those with normal blood pressure, while intermediate 
results were observed in the patients with moderate or doubtful 
hypertension. Two patients who were given a subcutaneous in- 
jection of pentamethonium shortly before the intravenous injec- 


tion of piperoxan did not respond to the latter drug with a rise. 


of blood pressure. Blocking of vasomotor activity at the level of 
the autonomic ganglions by pentamethonium abolished the 
’ hypertensive effect of piperoxan. It was thus confirmed that 
piperoxan, besides being adrenolytic, exerts a direct effect on 
the nervous centers, particularly on the medulla oblongata. 
The rise of blood pressure is of central origin and is a mani- 
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festation of vasomotor hyperexcitability. The rise of blood pres- 
sure in response to the piperoxan test in patients with essential 
hypertension is in contrast to the lowering of blood pressure 
that occurs in patients with pheochromocytoma. Three patients 
without pheochromocytoma in the authors’ series responded to 
piperoxan with a lowering of blood pressure. This was not pro- 
nounced and did not always occur on repeated tests. Functional, 
temporary, and insignificant hyperadrenalemia may be present 
in such cases. Patients with hypertension associated with meno- 
pause and with hyperthyroidism deserve to be studied from this 
point of view. With respect to the pathogenesis of hypertension, 
the piperoxan test is an aid in eliminating epinephrine and arte- 
renol (nor-epinephrine) as important factors of essential hyper- 
tension. The fact that piperoxan causes lowering of blood pres- 
sure in dogs in which hypertension had been produced by section 
of the nerves of Cyon and Hering proves that failure of this 
depressor system is not responsible for essential hypertension. 


Epidemiology and Prophylaxis of Poliomyelitis.—Results of 
epidemiological studies of poliomyelitis carried out by the author 
in France for the last 16 years do not support the classical view 
that poliomyelitis may be transmitted by the nasopharyngeal 
route, but rather support the modern concept that this disease 
is spread by contaminated water or food. In addition to milk 
and butter, green vegetables, such as lettuce, that may become 
contaminated by manure and soil may be sources of transmis- 
sion. The war and occupation of France, with the exodus of 
the population in 1939-1940 and its return in 1944-1945, 
caused intermittent outbreaks of infectious diseases transmis- 
sible through the nasopharyngeal route, such as cerebrospinal 
meningitis, but did not produce an increased incidence of polio- 
myelitis despite the fact that these shifts in population occurred 
during summer and fall. In the Seine district, where, because of 
food deficiencies during the German occupation, people were 
eating much fresh lettuce, the disease occurred three or four 
times as often in the months of July to October as in January 
to June, in contrast to the usually observed ratio of 2 to 1. A 
curve plotting the incidence of poliomyelitis between 1943 and 
1950 according to the age of the patients showed that 35% were 
preschool children, 20% were school children, 19% were ado- 
lescents, and 26% were adults. The highest incidence of the 
disease may be observed at the age of 2 years because few in- 
fants have antibodies in their serum at this age, while at the 
age of 4 years two-thirds of the children may have acquired 
antibodies by an inapparent infection. Paralytic complications 
occur only in a small number of patients. In countries in which 
poliomyelitis is common the acute form is rare, because the 
inapparent infections occur early. It is fortunate, however, that 
they usually occur before the child loses all the immunity 
acquired from the mother in utero. On the contrary, in countries 
in which poliomyelitis is rare the severe acute form prevails. 
Thus the author concludes that, as sanitation improves, the virus 
becomes rarer, immunity to poliomyelitis is acquired later, and 
morbidity and mortality rates are increased. 


Tidsskrift for Den Norske Laegeforening, Oslo 
72:185-226 (April 1) 1952. Partial Index 


*Ehlers-Danlos Syndrome: Description of Three Cases in Severely Affected 
Famiiy. K. O. Husebye.—p. 185 

Mitral Stenosis—Lung Tumor: Report on Clinical Method of Examina- 
tion. H. Rasmussen.—p. 189. 

Radioactive Iodine and Induction of Cancer. L. Kreyberg.—p. 190. 

Sino-Bronchial Syndrome. J. Dedichen.—p. 192. 


Familial Danlos’ Syndrome.—The cases of Danlos’ syndrome 
reported by Husebye occurred in twin brothers and an uncle. 
The administration of 110 mg. of corticotropin (ACTH) in di- 
vided doses over a four day period in one case had no effect on 
the symptoms. Five additional cases of the syndrome in the 
family are mentioned. In all, four generations are represented. 
The disorder is believed to be transmitted by an autosomal 
dominant factor. Persons with this syndrome should avoid 
traumas, and should have careful local and general treatment 
following injury. 
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BOOK REVIEWS 


Advances in Pediatrics, Volume V. Editor: S| Z. Levine. Associate 
editors: Allan M. Butler, Margaret Dann, L. Emmett Holt, Jr. and 
A. Ashley Weech. Cloth. $7. Pp. 273, with illustrations. Year Book Pub- 
lishers, Inc., 200 E. Illinois St., Chicago 11, 1952. 


It is fortunate that the editorial staff of this book decided to 
resume its publication. The high quality of the authoritative arti- 
cles that has marked this publication in the past continues in 
this edition. The articles note and evaluate the contributions 
made by past and present workers. These contributions, recorded 
in an orderly fashion, summarize the present state of knowl- 
edge concerning pediatrics. The authors then discuss their con- 
clusions and the conclusions held by contemporary workers. 
This manner of presentation is valuable, because it fills a void 
in medical literature. Few physicians can profitably peruse the 
large number of articles written about any medical topic, yet 
many physicians are not satisfied with the necessarily condensed 
and didactic discussions found in standard textbooks. 

The complete bibliographies increase the value of the book 
as a source of reference for the medical literature concerning 
the subjects discussed. By the selection of authoritative con- 
tributors and topics of current interest, this edition continues 
to fill a noteworthy position in pediatric literature. 


Modern Practice in Tuberculosis. Volumes I and II. Edited by T. 
Holmes Sellors, M.A., D.M., M.Ch., Thoracic Surgeon, Middlesex Hos- 
pital, and J. L. Livingstone, M.D., F.R.C.P., Physician, King’s College 
Hospital and Brompton Hospital, London. Cloth. $27.50 per set. Pp. 355, 
with 104 illustrations; 441, with 159 illustrations. Butterworth & Co., Ltd., 
4-6 Bell Yard, Temple Bar, London, W.C.2; distributors in U. S. A., 
Paul B. Hoeber, Inc., 49 E. 33rd St., New York 16, 1952. 


The editors of this two volume text, surgeon and internist, 
respectively, in the field of chest diseases and both well-known 
practitioners in leading London hospitals, have brought together 
as contributors a majority of the chief authorities on tuberculosis 
in the United Kingdom. Their purpose, as indicated in the pref- 
ace, is to furnish a broad picture of medical practice in the field, 
by inviting recognized experts to present their opinions in their 
Own way without the requirement of conformity to a single 
pattern of thought. The result is a fairly well-balanced collection 
of monographs on both fundamental and practical aspects of the 
treatment of tuberculosis. The late S. Roodhouse Gloyne, for- 
merly consulting pathologist to the London Chest Hospital, sets 
the stage with a scholarly introduction, stressing the rapidity of 
modern progress, pointing out that recent advances in under- 
standing have brought together the biochemist, the immunologist, 
the physician, and the surgeon, with new bacteriological con- 
trols. The 39 chapters include treatises on resistance to tuber- 
culosis, vital statistics, the bacteriology and morbid anatomy of 
the disease, methods, of rehabilitation, industrial aspects, diag- 
nosis, prevention, and medical and surgical treatment. 

The order in which the chapters appear is somewhat puzzling; 
in volume 1, at least, no planned sequence is evident. This is of 
little moment, however, as the book will be used as a reference 
for critical consideration of separate fields rather than as a text 
for systematic instruction. The reader intere.ied in methods of 
prevention will naturally turn to the chapters on BCG vaccina- 
tion and mass X-ray examinations, the student of social problems 
to those on rehabilitation, psychology of the patient, and tuber- 
culosis in industry, the internist to the monographs on diagnosis 
and chemotherapy, and the surgeon to the many separate chapters 
on surgical procedures, advances in excisional therapy, and the 
treatment of tuberculosis in various organ systems. Each will be 
rewarded, for the subject is presented in each case by an expert 
with a background of personal experience. Special tribute must 
be paid to the surgical chapters. The illustrations are excellent, 
and the reproductions of roentgenograms, e. g., in the chapter on 
empyema, are of surpassing quality. The book is heartily recom- 
mended as an up-to-date treatise on tuberculosis. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
Staied. 


Angewandte Paediatrie: Ein Nachschlag- und Lesebuch fiir Studierende 
und Arzte. Yon. Dr. med. et phil. E. Mayerhofer, 0. 6. Professor der 
Kinderheilkunde und Vorstand der Universitatskinderklinik in Zagreb. 
Cloth. 85 marks. Pp. 813, with 209 illustrations. Wilhelm Maudrich, 
Spitalgasse 1B, Wien IX /2, 1952. 


This is an unusual book, if it is regarded as a conventional 
pediatric textbook. Its title as well as its subtitle are misleading, 
since it offers little that would be helpful to medical students. 
The author, who has been head of a children’s clinic in Zagreb, 
Jugoslavia, for nearly 30 years, wrote this book as a résumé of 
his life’s work. 

What seems most unusual is the emphasis on subjects that 
are generally considered of minor importance in the United 
States; for example, there are 77 pages dedicated to the discus- 
sion of climatotherapy, baths, spas, and related subjects. There 
are seven pages on diseases of the navel in newborn infants; 
yet, common diseases of clinical importance, such as acute 
nephritis and rheumatic fever, receive little attention. The sub- 
ject matter is arranged according to age groups rather than body 
systems; this makes it difficult to look up concise information 
about a given disease. As a pupil of Pirquet’s, the author under- 
standably puts much emphasis on allergy. He regards such en- 
tities as pyloric spasms, melena neonatorum, and even hydro- 
cele of the newborn as allergic manifestations. 

Much of what the author advocates concerning infant feed- 
ing is in sharp contrast to modern American concepts. Foods 
are introduced into the diet late, and methods of formula calcu- 
lation are complicated. Therapy often seems outmoded as, for 
example, the advice to administer serum to children with scarlet 
fever, “even in mild cases.” 

The illustrations are poor, and the bibliography contains ref- 
erences that are almost exclusively written in German. This 
book is of interest mainly to pediatricians who would like to 
get some insight into European pediatric thinking. 


A Textbook of Pharmacology: Principles and Application of Pharma- 
cology to the Practice of Medicine. By William T. Salter, M.D., Professor 
of Pharmacology, Yale University School of Medicine, New Haven. 
Cloth. $15. Pp. 1240, with 284 illustrations. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1952. 


The author has attempted to write a comprehensive textbook 
for “the medical student and the up-to-date practitioner” where- 
in the examples cited “in evidence of fundamental statements 
are selected from material which has a clinical bearing.” 

The author’s choice of apt quotations for each chapter super- 
scription is original, and it is well worth the time spent in brows- 
ing through the book to read these quotes alone. Unfortunately, 
the text is not as concise as the quotations. One factor account- 
ing for this is the attempt to discuss subjects such as antibiotics 
in a general way instead of discussing each antibiotic in detail. 
A rigid framework of paragraph headings has been scrupulously 
followed; this frequently sacrifices the reader's interest and re- 
sults in needless duplication. Because the manuscript was not 
revised, some errors can be found, such as on page 1,043: “By 
the time this book is published, probably the second of these, 
i. e., sulfapyridine, will have been discarded to a considerable 
extent”; (sulfapyridine was discarded by 1943). On page 1,042 
the author states: “It still remains for chemotherapy to take 
the field against the rickettsial type of infection,” yet on page 
1,049 he writes: “Why it [PABA] should be effective in typhus 
fever remains undetermined.” In later pages chloramphenicol, 
aureomycin, and terramycin are all admitted to be effective 
against rickettsial infections. Certain chapters, such as those on 
cardiac drugs, anticonvulsants, and hormones, are outstanding. 
Other chapters, such as those on anesthesia, curare, and chemo- 
therapy are less than average; however, although the book may 
be slightly inconsistent, it is readable and is the most up-to-date, 
comprehensive text on pharmacology availab'e. 
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The Chemistry and Technology of Food and Food Products in Three 
Volumes. Volume III. Prepared by group of specialists under editorship 
of Morris B. Jacobs, Ph.D., Adjunct Professor of Chemical Engineering 
(Food, Flavor, and Dairy Technology), Polytechnic Institute of Brooklyn, 
Brooklyn, N. Y. Second edition. Cloth. $15. Pp. 1773-2580, with illustra- 
tions. Interscience Publishers, Inc., 250 Fifth Ave., New York 1; 2a 
Southampton Row, London, W.C.1, 1951. 


The third and concluding volume of this series of excellent 
articles on the different aspects of the chemistry and technology 
of foods discusses the various commercial methods of food 
preservation and describes the processing ci common foods. De- 
hydration, temperature control, the use of hermeiically sealed 
containers, the use of micro-organisms, an{ the use of chemical 
preservatives are discussed with enough , *tai! to give the un- 
informed reader an idea of the varied proo:ems encountered in 
the industry. A concise chapter on the why and the wherefore of 
packaging ends the first part cf the book. 

The last section, dealing with the processing of common foods, 
will prove extremely interesting to those desiring a general pic- 
ture of the actual methods used in manufacturing cereals, breads, 
sugars, confectionery, fruit juices, milk and milk products, meat, 
oils and fats, and beverages. Each chapter is written by an 
authority familiar with the food in question. The material in this 
last part tends to overlap the subject matter in part 4, which 
describes the various food groups; however, this overlapping has 
been kept to a minimum and is not objectionable, since it is used 
only to maintain the continuity of a chapter. An important 
aspect of this series of articles is the stress placed on the role 
played by adequate nutrition in modern life. The physician and 
dietician will especially appreciate this, since few books con- 
cerned with the technology of foods emphasize the subject of 
nutrition. 


Differentialdiagnostische Symptomatologie von Krankheiten des Kinde- 
Salters: Klinische Vorlesungen. Von Professor Dr. med. Werner Catel, 
Chefarzt der Landeskinderheilstatte, Mammolshéhe/Taunus. Second edi- 
tion. Cloth. 69 marks. Pp. 640, with 222 illustrations. Georg Thieme, 
Diemershaldenstrasse 47, (14a) Stuttgart O; agents for U. S. A., Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16, 1951. 


The author has selected a single symptom as the topic of each 
chapter. The diseases that might cause or contribute to this symp- 
tom are then discussed within the framework of each respective 
chapter. The author is concerned with enumerating and classi- 
fying the diseases responsible for a given symptom rather than 
with distinguishing one disease from another. Each disease is 
thus described as an entity. The following symptoms are dis- 
cussed: dwarfism, cranial deformities, hypertension, hypotension, 
cardiac arrhythmia, anemia, polycythemia, skin and mucous 
membrane hemorrhage, cervical lymph node enlargement, vomit- 
ing, abdominal pain, jaundice, paralysis, and spasm. 

In the last 50 years, books on pediatrics or internal medicine, 
including those on differential diagnosis, have lost contact with 
diagnostic medicine as it is actually practiced to an ever increas- 
ing degree. The use of laboratory tests, radiological consulta- 
tions, health surveys, preventive measures, improved record 
keeping, and standardized nutrition have narrowed down the 
choice of diagnoses in a given case to such a degree that the 
correct diagnosis is made in most instances without the ponder- 
ous weighing of classical clinic signs and before the disease has 
unfolded itself to such an extent as to match its classical de- 
scription. This book represents a commendable reversal of this 
trend. Its author has succeeded better than most of his prede- 
cessors in eliminating the so-called classic description of diseases 
by omitting antiquated diagnostic signs and by avoiding a chron- 
ological description of the course of diseases. In short, the dis- 
cussion of diseases in this book stands closer to medicine as it 
is practiced today in a well-equipped hospital than will be found 
in most other books. This has been accomplished by the inclu- 
sion of an exceptionally large number of radiographs, most of 
which are technically adequate. Their interpretation by the 
author is generally correct except when it refers to controversial 
material as is the case in discussing some chondrodystrophies. 
The author circumvents the necessity of covering the entire field 
of pediatrics by giving his book the subtitle of “clinical lectures” 
and by pointing out in his preface that only a segment of pedi- 
atrics is dealt with “thus- far,” implying that future editions 
might be more complete. 
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The discussion of neurological! diseases could have been im- 
proved by omitting a detailed description of normal and abnor- 
mal response of muscle to faradic and galvanic stimulation, 
which is nowadays of little diagnostic value. A tendency to sub- 
divide disease entities beyond the logical limit distracts from 
this chapter as well as from the discussion of skeletal anomalies. 
The severest criticism of the book is that the bibliography con- 
tains German and Swiss references almost exclusively. This is 
reflected in the text by the briefness with which non-German, 
particularly Anglo-American, contributions to pediatrics are 
treated. Cystic fibrosis of the pancreas and sickle cell anemia 
occupy only a small paragraph, and the discussion of celiac 
disease is disproportionately short. There is no discussion of the 
recently investigated specific properties of prenatal and neonatal 
hemoglobin, although the chapter on blood diseases is extremely 
long. Electrocardiography is extensively discussed, but the ex- 
istence of a fourth or fifth electrode is nowhere mentioned. A 
single page is dedicated to the discussion of congenital anomalies 
of the heart and confined to their electrocardiographic manifes- 
tations. It seems that the author is unaware of the present status 
of heart surgery in the United States and the need for a more 
accurate differential diagnosis of congenital heart lesions. He 
also appears to be unfamiliar with some of the modern theories 
on calcium metabolism. Though he is familiar with Fuller Al- 
bright’s work, he quotes only Fanconi in his bibliography. He 
emphasizes the importance of citric acid for adequate calcium 
resorption and finds cow’s milk inadequate in this respect. He 
ascribes relative antirachitic properties to mother’s milk, because 
it contains the optimal ratio between calcium ions and citric 
acid radicals. This viewpoint is not generally accepted in the 
United States. One gains the impression that the author is a 
German nationalist who endeavored above all to represent the 
neo-German school of pediatrics from 1936 to 1950. Though 
this might not be objectionable to the American reader who has 
other sources of information at his disposal, it is probably detri- 
mental to German pediatricians, because it isolates them further 
from Western thinking. 

Despite these shortcomings, this book will probably gain a 
permanent place in pediatric literature because of its original 
approach and its literary unity, which is the result of single 
authorship. Its usefulness is limited to those pediatricians who 
are teachers and desire to stimulate or lead intelligent ward 
round discussions. The quality of paper, print, and illustrations 
is excellent. 


The Isocortex of Man. By Percival Bailey and Gerhardt von Bonin. 
Illinois monographs in medical sciences, vol. VI, nos. 1, 2. Paper. $5. Pp. 
301, with 136 illustrations. University of Illinois Press, 358 Administration 
Building, Urbana, Ill., 1951. 


The immediate reason why the authors decided to embark 
on this investigation of the human cerebral cortex lies in their 
previous work on the macaque and chimpanzee. These previous 
studies were undertaken to lend precision to the results of physio- 
logical neuronography performed on these primates and was to 
be applied, it was hoped, to man. In the course of their studies, 
it became clear that the precise homology of which they had 
dreamed could be achieved only when maps of all three primates, 
man, chimpanzee, and macaque, had been drawn by the same 
observers. 

The authors also point out that contrary to the commonly 
accepted idea the number of brains that have been adequately 
studied from the cytoarchitectonic viewpoint is small. In addi- 
tion, some of the reports in the literature are based on the study 
of brains that were removed several to many hours after death 
and not properly fixed. 

The monograph is divided into nine chapters. The longest, 
chapter 5, is concerned with the description of serial sections cut 
from 21 blocks that together comprised one whole hemisphere 
of a young, healthy adult who died of an accident without injury 
to the head. The brain was removed within one hour after death 
after perfusion through the arteries with a 4% aqueous solution 
of formaldehyde. Study of Nissl preparations was supplemented 
by the examination of silver impregnations and preparations 
stained for myelin. 
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From their study, the authors recognize two distinct types of 
cortical architecture, the allocortex and the isocortex and four 
variants of the latter: eulaminate, agranular, koniose, and 
limitrophic. These are discussed fully in chapter 4. 

The brain map is discussed in more detail in chapter 6. The 
authors stress the fact that vast areas of the cortex are so closely 
similar in structure as to make any attempt at subdivision un- 
profitable, if not impossible, and that the drawing of sharp areal 
boundaries, on the basis of many structural peculiarities of vary- 
ing distinctiveness and significance, is the fundamental defect 
of most maps and has been carried to absurd lengths by the Vogt 
school. 

Other chapters deal with growth and weight of the brain, fis- 
sures of the brain, intercortical connections, afferent and efferent 
connections, and functional significance. In addition, there is an 
historic introduction, a bibliography, and plates illustrating 15 
different regions, which, from the architecture of the cortical 
cells, can be readily recognized. Throughout the monograph, 
there is a critical discussion of previous work on the subject. 
Many of the 121 figures are reproduced from other authors’ 
works in order to clarify this discussion. 

The book is well printed, the figures and plates well repro- 
duced, and the style clear and readable. The simplified cortical 
map that is related to functional activity will be gratefully re- 
ceived by the many neurologists and neurophysiologists who have 
difficulty in recognizing the minute differences between the 
numerous areas of the cortex described by other authors and 
who can see no useful ae in excessive parceling of the 
brain. 


An Atlas of General Affections of the Skeleton. By Sir Thomas Fair- 
bank, D.S.O., O.B.E., M.S., Consulting Orthopaedic Surgeon, King’s Col- 
lege Hospital, London. Cloth. $10. Pp. 411, with §10 illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1951. 


In this book, about 80 skeletal disorders that typically involve 
more than one bone of the skeleton are clearly and concisely 
discussed. This is a reference book for diagnosis, and, as such, 
it will be a valuable addition to the library of all orthopedic 
surgeons. 

The technical publication of the book is excellent, and the 
illustrations are clear and diagnostic. The sections on the dys- 
plasias of bone and cartilage growth are exceptionally complete 
and informative. Although a few good microscopic illustrations 
are included, the value of the book would be enhanced with 
more discussion of pathology with accompanying illustrations. 
There are occasional statements in the book that are not in 
agreement with most American authors. An example of this is 
the following statement: “As a help in diagnosis, alkaline phos- 
phatase estimations are disappointing, and are practically use- 
less.” This viewpoint is not accepted in the United States. The 
author makes the statement that the alkaline phosphatase is 
raised in all conditions in which there is hypocalcification or 
osteoporosis. This statement is not substantiated by clinical ex- 
perience. The author discusses aseptic necrosis of bone in a 
logical manner, although his conclusions are open to argument. 

The 62 chapters of this book include discussions of most of 
the idiopathic, congenital, endocrine, hereditary, and neoplastic 
diseases of the skeleton. It is recommended as a reference book 
to all physicians engaged in the diagnosis and treatment of 
skeletal disease. 


Leonardo da Vinci on Movement of the Heart and Blood. By K. D. 
Keele, M.D., F.R.C.P. With foreword by Charles Singer, M.D., F.R.C.P. 
Limited edition. Cloth. $15. Pp. 142, with 69 illustrations. J. B. Lippin- 
cott Company, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 
Bedford St., London, W.C.2; 2083 Guy St., Montreal, [n.d.]. 


Any work about Leonardo da Vinci, the almost fabulous man 
of science, should intrigue the intelligent reader and stimulate 
his curiosity. On reading this book, one will have renewed ad- 
miration for the genius of Leonardo and will be grateful for the 
skillful manner in which the author guides the reader through 
the maze of Leonardo’s anatomic work. 

The author sketches Leonardo’s importance as an artist, a 
physicist, and an engineer but does not attempt to describe all 
of Leonardo’s achievements in the field of anatomy. He confines 


J.A.M.A.,, Aug. 16, 1952 


his attention to Leonardo’s anatomic work on the heart and 
blood vessels, pointing out his mistakes as well as his achieve- 
ments. Leonardo, an accurate observer in most instances, was, 
however, so steeped in the anatomic teachings of Galen and 
Avicenna that he described septal pores in the heart and repre- 
sented the right pulmonary veins as entering the right auricle. 
On the other hand, his illustrations and descriptions of the heart 
valves, both in systole and diastole, of the coronary arteries, of 
the atria, of the sinuses, later named by Valsalva, and of the 
moderator bond are accurate and surprisingly vivid. 

Of absorbing interest are the physiological studies on the heart 
and circulation made by Leonardo. He describes and illustrates 
the action and function of the heart valves, the myocardium, the 
pulmonary vessels, and the veins. Although he accepts the fun- 
damental theses of Galenic physiology, Leonardo often disagrees 
with Galen and views the body entirely from the mechanistic 
point of view. 

Dr. Keele’s work is written with charm and clarity. Although 
he stresses Leonardo’s greatness, he also points out his limitations 
as a child of his century. The book is excellently illustrated, 
beautifully printed, and takes its place as an important addition 
to the subject of Leonardo’s anatomic researches. 


Die Hormone. Von Dr. med. Rudolf Abderhalden, Dozent fiir Physi- 
ologie und Pathologie der Hormone, Vitamine und Fermente an der 
Universitat Basel. Lehrbuch der Physiclogie in zusammenhangenden Ein- 
zeldarstellungen. Unter Mitarbeit einer Reihe von Fachmiannern, heraus- 
gegeben von Wilhelm Trendelenburg und Erich Schiitz. Cloth. 29.70 
marks. Pp. 203, with 46 illustrations. Springer-Verlag, Reichpietschufer 20, 
Berlin W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, 1952. 


This small monograph is one of a series comprising a textbook 
of physiology. It makes no attempt to cover the entire subject, 
as it omits all anatomic considerations and refers only in pass- 
ing to the clinical aspects of the subject. After a brief introduc- 
tory consideration of the general principles underlying endocrine 
activity, each of the hormones is considered consecutively, with 
special emphasis on their chemical structure and physiological 
action. The material is sound and up-to-date but lacks coordina- 
tion and critical evaluation. This is also reflected in the 700 
references appended to the text. In general, this monograph may 
be recommended to the physiologist, for whom it was primarily 
written, but it will be of little interest to the clinician and student 
of endocrinology. 


Etiology and Diagnosis in the Treatment of Infertility in Men. By 
Robert S. Hotchkiss, M.D., Professor and Chairman, Department of 
Urology, New York University, New York. Publication number 53, 
American Lecture Series, monograph in American Lectures in Endo- 
crinology. Edited by Willard O. Thompson, M.D., Clinical Professor of 
Medicine, University of Illinois College of Medcine, Chicago. Cloth. 
$2.50. Pp. 73, with 15 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, 1952. 


The information in this monograph is taken largely from the 
author’s extensive experience and research in the field of male 
infertility. In general, the book is well written and concise. The 
illustrations are of good quality, and the type is excellent for 
quick reading. The recognized methods and procedures for 
evaluating male infertility are discussed in a_ well-organized 
form. In addition, there is a brief discussion of the embryo- 
logic features of the reproduction tract and the interrelation of 
the endocrine system. The book can be especially recommended 
to the busy practitioner who wishes a short, up-to-date treatise 
on male infertility. 


Diseases of the Nose, Throat and Ear: A Handbook for Students and 
Practitioners. By [{. Simson Hall, M.B., Ch.B., F.R.C.P.E., Surgeon to 
Royal Infirmary, Edinburgh. Fifth edition. Cloth. $4. Pp. 463, with 90 
illustrations. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1952. 


This edition of a popular English handbook on diseases of 
the nose, throat, and ear is directed to meet the needs of 
general practitioners and medical students. In this revision, the 
author has introduced proved, acceptable methods of therapy 
but has avoided discussing controversial topics. 
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QUERIES AND 


KIDNEY FUNCTION TESTS 

To THE Epitor:—Orther than concentration tests are there any 
kidney function tests like the liver function tests that will aid 
in diagnosis? In other words, is one kidney function test suf- 
ficient, or is more than one required, each testing a separate 
function? F. D. Cook, M.D., Menomonie, Wis. 


ANSWER.—The kidney, like the liver, performs many func- 
tions, some even that are unrelated to the formation and excre- 
tion of urine. For the most part, the clinical tests of renal function 
serve aS a means of quantitative diagnosis of the degree of func- 
tional impairment. Qualitative diagnosis of the nature of the 
renal disease is ordinarily made from other clinical data but 
may be derived, in part, from the use of the specialized clearance 
techniques in which glomerular and tubular functions can be 
separately measured and their interrelations as well as their 
relations to renal blood flow determined. Unfortunately, these 
procedures are not practical except in institutions equipped with 
research laboratories and experienced personnel. 

For ordinary clinical purposes, the most useful tests for kidney 
function are the test for maximal concentrating ability, which 
measures Over-all tubular function, and the urea clearance test, 
which is a fair index of glomerular filtration. In advanced stages 
of renal disease, when acidosis and other electrolyte disturbances 
dominate the clinical picture, serum electrolyte determinations 
for sodium, potassium, chlorine, carbon dioxide, phosphorus, 
and calcium assume priority over other tests for renal function 
as a guide to treatment. In the nephrotic syndrome, quantitative 
measurement of urinary protein output and of the serum protein 
and lipid fractions can be helpful in diagnosis and treatment. 

In rare types of renal disease, such as the Fanconi syndrome, 
hyperparathyroidism, and osteomalacia caused by the inability 
of the renal tubules to make ammonia, special serum and urine 
electrolyte studies may be the only means of making a diagnosis. 
It must never be forgotten that pyelographic examination is 
also a renal diagnostic aid of major value when used properly. 
Careful study of the urinary sediment is another important aid, 
although it is often neglected. In short, routine studies of kidney 
function are best performed after considering the individual 
clinical problem and selecting the tests adequate to furnish the 
information desired. 


POISONOUS FISH 

To 1He Eprror:—/ have read that certain fresh fish are poison- 
ous, especially tropical varieties. Is there any way to deter- 
mine which fish are poisonous? What is the cause of the 
so-called poisoning? Is any treatment of value for such dis- 
turbances, which 1 understand are primarily gastrointestinal 
im nature. Edwin Pyle, M.D., Waterbury, Conn. 


ANSWER.—Ichthyosarcotoxism is a distinct clinical entity 
resulting from ingestion of poisonous fish flesh. The results of 
studies seem to indicate that these toxins are not bacterial in 
origin. Hence, putrefaction does not play a significant role in 
the production of the disease. Whether the toxin is a poisonous 
alkaloid or some closely related substance is not known. The 
disease is largely confined to tropical but widely scattered areas 
such as the Virgin, Marshall, and Mariana Islands. Many tropi- 
cal marine fishes that are considered to be valuable commercial 
species in One area, e. g., red snapper, rockcod, seabass, and 
crevally, may be violently toxic in another. The number of 
poisonous fishes and their distribution is unknown; moreover, 
there is no simple test available at present for determining their 
edibility. The most reliable methods involve the preparation of 
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MINOR NOTES 


tissue extracts, which are injected intraperitoneally into mice, 
or feeding samples of the viscera and flesh to dogs or cats. The 
test animal should be observed for a minimum of 24 hours for 
the appearance of gastrointestinal and neurological symptoms. 
Some of the earliest symptoms to appear in animals are vomit- 
ing, hypersalivation, and ataxia. In severe cases, the ataxia will 
be followed by convulsions, paralysis of the limbs, respiratory 
paralysis, and death. Numerous theories have been propounded 
on the cause of fish poisoning, but none have been supported 
by solid scientific evidence. The majority of ichthyologists be- 
lieve the answer will be found in the food chain of these fishes. 

The disease is characterized by symptoms of diarrhea, nausea, 
vomiting, and abdominal pain, which usually occur within three 
to six hours after ingestion of the fish. Gastrointestinal symp- 
toms may be accompanied or followed later by sensations of 
tingling of the mouth, tongue, lips, face, hands, and feet. About 
S50‘ of these patients complain of difficulty in determining the 


_ temperatures of liquids either when taken by mouth or on the 


external surface of the skin. Hot objects are sometimes in- 
terpreted as feeling cold and cold objects hot. In addition there 
may be other types of sensory and muscular disturbances which 
may be bizarre in their manifestations. Extreme weakness and 
muscular paralysis are common. The mortality rate is said to 
be about | to 2%. The treatment is symptomatic, since there 
is no known specific antidote. The reader is referred to Khlent- 
zos’s article (Am. J. Trop. Med. 30:785-793, 1950) for a more 
complete discussion on the treatment of fish poisoning. An attack 
of ichthyosarcotoxism does not impart immunity, 


GENITAL TUBERCULOSIS 


To THE Epirror:—A married European woman, aged 30, has 
genital tuberculosis, as demonstrated by repeated biopsies of 
the endometrium during 1950. A year ago she was treated 
with streptomycin, 1 gm. daily for 60 days, simultaneously 
with para-aminosalicylic acid, 10 gm. daily for 50 days. Dur- 
ing the past year, following treatment, three biopsies were 
negative for tuberculosis. A hysterogram taken with low pres- 
sure of the contrast medium showed bilateral pyosalpinx or 
hydrosalpinx at the ampullar sections of the fallopian tubes. 
The remainder of each tube is permeable and not dilated but 
seems irregular and knotted. The patient feels well and desires 
pregnancy. She will begin a trip to the United States and 
Europe in two months. 1. Should an operation be performed 
before she makes her trip? 2. 1s radical removal of the fal- 
lopian tubes necessary? 3. If the radical operation is advis- 
able, is there any chance that the patient would achieve 
normal pregnancy if a plastic operation were done? 4, What 
kind of plastic operation would you suggest? 5. Does any 
inconvenience or danger of complications, such as extra- 
uterine pregnancy, abortion, necrosis, or postoperative ad- 
hesions, result after such a plastic operation? 6. What safety 
measures, such as antibiotic therapy, short wave diathermy, 
and contraceptives, should be applied before, during, and 
after the operation. M.D., Chile. 


ANSWER.—The fact that recent endometrial biopsies done one 
year after streptomycin therapy have shown no evidence of an 
endometrial lesion cannot be interpreted as indicating that there 
has been a cure of tubal tuberculosis, which has almost surely 
been present also. What little evidence is as yet available on the 
results of streptomycin therapy in genital tuberculosis seems to 
be strongly against such an assumption. Gynecologists are any- 
thing but enthusiastic about the results of tubal plastic pro- 
cedures, even for nontuberculous salpingitis. It is difficult to 
believe that anyone would recommend these measures for the 
tuberculous variety, in the presence of which pregnancy is 
notoriously rare, not merely because of the frequency with which 
occlusion occurs but also because of the diseased tubal wall and 
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consequent impairment of its physiological function. This would 
apply whether the procedure involved is salpingostomy, tubal 
resection and tubouterine implantation, or cornual ovarian im- 
plantation. 

1. There would be little or no hazard in a delay of two months 
or in the “strain” of a sea voyage, which is often relaxing and 
restful. 2. Radical removal of the fallopian tubes is, in gen- 
eral, the accepted and the soundest procedure for tubal tuber- 
culosis. 3. Only a slim possibility of normal pregnancy would 
result from cornual implantation of the ovaries, which can 
usually be safely conserved. The prospects for pregnancy after 
any such plastic operation are very poor, especially in a patient 
having tuberculous disease. 4. The choice of plastic operations 
to be done must be based on the operative findings and would 
involve supplementary use of such procedures as reverse insuf- 
flation. 5. There is danger of the complications mentioned. 6. 
In regard to necessary safety measures, the normality of the 
husband should be established and the possibility of pulmonary 
tuberculosis in the wife excluded. Postoperative insufflations are 
indicated in the case of tubal plastic operations; other details 
of preoperative and postoperative care should be left to the 
surgeon. 


HYPERTENSION, CIGARETTES, AND CAFFEINE 

To THE Epitor:—During the last few months, I have checked 
some R. O. T. C. boys for hypertension. Without exception, 
so far, all those with hypertension have shown normal blood 
pressure about 48 hours after they discontinued smoking 
cigarettes and drinking coffee and cola drinks. At the same 
time psychotherapy has been administered. Will you please 
comment on the foregoing? 

H. D. White, M.D., Dallas, Texas. 


ANSWER.—It seems probable that cigarettes, coffee, and cola 
drinks have a greater pressor action in prehypertensive and 
hypertensive subjects than in normotensive ones. It is from the 
group of prehypertensive that the truly hypertensive patients are 
drawn. This problem is discussed by Page and Corcoran (Arterial 
Hypertension: Its Diagnosis and Treatment, ed. 2, Chicago, The 
Year Book Publishers, Inc., 1949). Nicotine is well known to 
have a pressor effect in many but not in all patients. Whether 
only the prehypertensives show an abnormally great response has 
not been determined. Roth has discussed in some detail this part 
of the problem in her recent monograph (Tobacco and the 
Cardiovascular System, The Effects of Smoking and of Nico- 
tine on Normal Persons, American Lecture Series, Publication 
100, Springfield, Il]., Charles C Thomas, Publisher, 1951). Caf- 
feine in moderate doses has little effect on arterial pressure but 
in excessive amounts, by overstimulating the brain, leads to a 
prolonged slight rise in blood pressure. Obviously many young- 
sters greatly abuse smoking, and drinking of coffee and cola 
containing beverages. Those with hypertensive propensities 
should probably avoid them. 


YAWNING 
To THE Epiror:—Why is a yawn “catching?” 
Edward Dengrove, M.D., Asbury Park, N. J. 


ANSWER.—Yawning may be considered to be a form of in- 
spiration tic, associated with dyspnea. P. Janet describes yawn- 
ing as related to sighing, sobbing, and hiccoughing, and refers 
to it as an example of “imitative contagion” (The Major Symp- 
toms of Hysteria, New York, The Macmillan Company, 1907, 
p. 259). It is a complex nervous respiratory reflex associated 
with mild boredom, irritating mental effort, or mild emotional 
anxiety. It is classified by R. Burton-Opitz (A Textbook of 
Physiology: For Students and Practitioners of Medicine, Phila- 
delphia, W. B. Saunders Company, 1920, pp. 592-593) among 
the association or perception reflexes. These “skirt the realm 
of volition without being actually influenced by it and may be 
invoked in us in consequence of a visual impression of some 
one else already engaged in the act.” Yawning is catching as 
a conditioned visual reflex when persons in a group are sub- 
jected to the same general boring or frustrating environment. 
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PHYSICAL RISK WITH ONE KIDNEY 

To THE Epitor:—A 30-year-old white man has been in good 
health all his life. While in military service during World 
War II, his right kidney was removed following trauma (con- 
cussion). He is now in good health and able to work and is 
active in softball and bowling. Yearly physical examinations 
show him to be normal. I would like your opinion concerning 
the physical risk to this patient resulting from the removal of 
one kidney, as there is a difference of opinion on this point. 

A. J. Wagner, M.D., Tucson, Ariz. 


ANSWER.—Several papers have been written on the subject 
of longevity in persons with only one kidney. One of the most 
informative papers on this subject is that by the late Dr. Herman 
Kretschmer (J. A. M. A. 121:473-478 [Feb. 13] 1943). Judging 
from his data, it is evident that life expectancy of such persons 
is about the same as that of persons with two kidneys, providing 
the remaining kidney is normal. To establish the fact that the 
one kidney is normal not only would necessitate the usual physi- 
cal examination but would require special studies including a 
thorough, carefully done urinalysis, studies of renal function, 
and pyelographic examination. After such a complete study is 
made, it would be safe to assure the patient with one kidney that 
there is no physical risk involved in carrying on the usual types 
of work or play. 


INFECTION OF LINGUAL TONSIL 

To THE Epitor:—A 35-year-old woman has recurrent attacks 
of a purulent infection of the lingual tonsil. These infections 
run a violent course causing a high temperature, and last for 
about one week. They do not respond to treatment with anti- 
biotics and sulfonamides. This patient does not have tonsils or 
lymphoid tissue in the throat or nasopharynx. Her lingual 
tonsil is hypertrophic. Since surgical treatment is not intended, 
what results could be expected from treatment with roentgen 
irradiation? M.D.., Ohio. 


ANSWER.—The efficacy of roentgen irradiation in treatment 
of infected lingual tonsils is questionable. Application of a 10% 
solution of silver nitrate directly to the lingual tonsils once daily 
for several days may have a beneficial effect. Electrosurgical 
reduction of hypertrophied lingual tonsils should be attempted 
if mild cauterization proves inadequate. 


FALSE POSITIVE SEROLOGIC TEST FOR SYPHILIS 


To tHE Epiror:—A 33-year-old white man took an insurance 
examination, which was negative, except that on one of sev- 
eral examinations the left pupil was slightly smaller than the 
right. Two Kahn tests, taken at a two week interval, were 4+. 
The man gave a history of having had a 4+- serologic reaction 
13 years before. At that time he received neoarsphenamine 
for three weeks, which produced nausea, vomiting, and head- 
ache. Four years later, he had a 4+. reaction, and a recheck 
showed a 2+ reaction. He then received penicillin injections 
five times daily for 10 days. Tests taken a week later and 
others taken several months afterward were still 4+. His 
father has a negative serologic test. His deceased mother had 
two miscarriages followed by four normal births. The patient’s 
three siblings have negative tests. This man denies any possible 
contact other than his wife, who also has a negative serologic 
reaction. His spinal fluid Wassermann is negative, and his col- 
loidal gold test reaction is normal, What is the consensus re- 
garding “Wassermann-fast” persons? Does he have syphilis, 
and should he be turned down as an insurance risk? What treat- 
ment is recommended? M.D., Arizona. 


ANSWER.—This is the sort of situation in which the physician 
should suspect that the patient in question does not have syphilis 
but does have a biologic false positive serologic test. The factors 
that prompt this suspicion are the absence of any known ex- 
posure to syphilis, the absence of a history of infection, a normal 
physical examination, normal spinal fluid, and negative epi- 
demiological investigations of parents, siblings, and wife. The 
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probability of biologic false positivity is not ruled out by the 
fact that the patient’s blood serologic test has been known to be 
positive for 13 years. 

The differentiation between syphilis and the biologic false 
positive phenomenon can be made by means of the newly de- 
veloped treponemal immobilization test (Mohr, C. F.; Moore, 
J. E.; Nelson, R. A., and Hill, J. H.: Studies on the Relationship 
of Treponemal Antibody to Probable Biologic False Positive 
Serologic Tests for Syphilis, Am. J. Syph. 34: 405 [Sept.] 1950.) 
This test for treponemal antibody is valid in spite of the fact 
that the patient has been treated for syphilis. 

If the treponemal immobilization test is negative, it may be 
assumed that the patient does not have syphilis. In that case, the 
question arises: “Why does he have a biologic false positive sero- 
logic test?” This problem can be solved only by a fairly elaborate 
clinical and laboratory survey of the patient and perhaps by fol- 
low-up examinations repeated over a period of years. If the pa- 
tient does have syphilis (the treponemal immobilization test being 
positive), no treatment is recommended. The question of sero- 
resistance is discussed both from the standpoint of the physician 
and the patient by J. E. Moore (Seroresistance [Wassermann- 
Fastness] in Syphilis: A Discussion for the Patient, Am. J. Syph., 
Gonor. & Ven. Dis. 30: 125 [March] 1946). 

The eligibility of the patient for life insurance, assuming that 
he has syphilis, is likewise discussed by Schamberg and Moore 
(The Eligibility of Syphilitic Persons for Life Insurance, J. A. 
M. A. 134: 1532 [Aug. 30] 1947). 


HOT FLUSHES 


To THE Epittor:—A married woman, aged 28, complains of hot 
flushes occurring midway between her menstrual periods. She 
experiences some 6 to 10 episodes in 24 to 48 hours, each 
lasting about 10 to 20 minutes. Her menses are normal and 
regular. She has two children. Several days after she delivered 
her first baby she had eclampsia. She has had one ovary re- 
moved. Pelvic examination reveals no abnormalities. This 
woman, according to her mother, seems to have undergone 
some mental change since her eclamptic state four years ago 
and is despondent and worried about her condition. What 
treatment do you suggest? M.D., South Carolina. 


ANSWER.—It is unlikely that the hot flushes of which this 
woman complains are associated with her ovarian function. Hot 
flushes are usually the result of waning or complete cessation of 
ovarian function associated with the climacteric. Undoubtedly, 
her vasomotor symptoms have a psychosomatic origin and are 
related to her nervous state. Therapy should be directed at an 
understanding of her emotional difficulties and their eradication. 
Mild sedatives, such as phenobarbital, are helpful. Hormone 
therapy is not indicated. 


CORTICOTROPIN AND RH-NEGATIVE MOTHER 

To THE Epiror:—Il understand that corticotropin (ACTH) will 
produce changes in agglutination and sensitivities that will 
change positive results of a Coombs’ test to negative results. 
Has any work been done on the use of corticotropin in Rh- 
negative mothers with multiple pregnancies? Would an Rh- 
negative patient with a high titer count and a positive Coombs’ 
test reaction be helped by a series of treatments with corti- 
cotropin in the latter months of pregnancy? 


Ardow Ameduri, M.D., Utica, N. Y. 


ANSWER.—No convincing evidence has been published that 
corticotropin or cortisone therapy affects antigen-antibody re- 
actions or that it changes positive Coombs’ test results to negative 
ones. Nor is there any rationale for the use of such therapy for 
sensitized Rh-negative mothers in order to reduce or eliminate 
the Rh antibody titer. Even assuming that corticotropin (ACTH) 
or cortisone therapy could stop antibody production, such 
therapy would be undesirable and impracticable for the follow- 
ing reasons. 1. The injections would have to be given daily 
throughout the entire nine months of pregnancy. 2. The therapy, 
if it were effective, would stop all antibody production, not 
merely Rh antibody production alone. This would leave the 
mother vulnerable to a fatal sepsis caused by invasion into her 
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blood stream of pathogenic organisms to which she will have 
lost her immunity. 3. The effects, if any, of the therapy would 
show themselves very slowly, due to the long half life of 35 
days of antibody molecules (Wiener, A. S.: The Half-Life of 
Passively Acquired Antibody Globulin Molecules in Infants, 
J. Exper. Med. 94:213-221 [Sept.] 1951). Thus, if the initial 
antibody titer is 100 units, for example, it would take at least 
35 days until the titer dropped to 50 units, and another 35 days 
for it to drop to 25 units. Considering that the titration method 
itself has a large technical error of about 100 to 200%, even if 
the therapy were effective it would take at least two or three 
months before the titrations could reliably demonstrate any fall 
in titer. Certainly, injections given only during the latter months 
of the pregnancy would be useless. Summarizing, therefore, there 
is no rationale for the use of corticotropin (ACTH) or cortisone 
for treating Rh sensitization, and such therapy is not recom- 
mended. 


A DISTURBED CHILD 

To THE Epitor:—An 8-year-old boy is physically and mentally 
sound but emotionally unstable. His birth was normal, and his 
only severe sickness was rubella at age of 15 months, at which 
time he had one convulsion with a temperature of 105 F. His 
physical development is good except that he is very fat. A 
basal metabolism rate cannot be taken owing to his fearful- 
ness. The child wakes at night crying. He craves sweets and 
vegetables, will not eat meat, and will not fight back when 
intimidated. Would you advise application of thyroid extract, 
d-amphetamine sulfate (dexedrine®), diet with punishment to 
make him eat a rounded diet, sedatives at night, or psychiatry? 


M.D., North Carolina. 


ANSWER.—This boy undoubtedly has a complex of fears and 
frustrations, which causes the symptoms enumerated, night cry- 
ing, craving for sweets and vegetables, and refusal to eat meat. 
Thyroid extract, d-amphetamine sulfate, and diet and punish- 
ment will be unavailing until his fears and frustrations are in- 
vestigated. Psychiatry or mental hygiene would seem the best 
solution for this child’s problems; if these are not immediately 
available, sedatives at night might be useful. 


MECHANICAL APTITUDE 

To THE Epitor:—A father is interested in working with me- 
chanical and electrical machines, although his vocation is that 
of a department store manager. He declares that his son does 
not know about his interest and ability in practical mechanics 
but insists that the boy has inherited his mechanical ability. 
He feels that the interest and ability that his son exhibits is 
an inherited characteristic. | would appreciate your opinion 
about this. M.D., Pennsylvania. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—EbD. 


ANSWER.—Possible inheritance of mechanical aptitudes has 
been little studied, but L. Dewey Anderson found such abilities, 
in junior high school boys, were largely independent of the 
economic status of the home or even of such factors as the num- 
ber of tools owned by the father. General intelligence is found 
to account for only about one-sixth of a person’s mechanical 
ability, and the very gifted children studied by L. M. Terman 
in California actually fell below the average of their schools in 
mechanical ingenuity. This may have been due partly to a lack 
of interest and to overspecialization along abstract lines. But all 
of these lines of investigation suggest that the basis of mechani- 
cal abilities is in some way inherited and is not dependent merely 
on training or imitation. 


ANSWER.—There appears to be no significant investigation on 
the possible inheritance of mechanical ability. An unequivocal 
answer to the question is therefore impossible at this time. There 
is, however, no valid reason for doubting the possibility and even 
the probability of a genetic basis for mechanical competence, 
although of course environment must also play a part in the 
development of such competence, 
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ENTERITIS IN TOURISTS 
To tHE Epiror:—/ have read with much interest the views ex- 


pressed on the subject of enteritis in tourists in THE JOURNAL, 
January 12, 1952, page 164. Enteritis in tourists is a well- 
recognized phenomenon in India, and it probably is due to the 
same cause there as in countries like Mexico and Egypt. The 
condition is found in countries in which the climate is tropical 
or subtropical and the prevailing standards of hygiene are 
poor. 


We have investigated many cases of this condition, which 
is due to bacillary dysentery. Examination of fecal specimens 
early in the illness will reveal the presence of bacillary exudate, 
which is often profuse. The causative organism is a bacillus of 
the &lexner type. In this part of India, the condition is found 
less often in tourists, since we have few tourists, than in new- 
comers and visitors. Newcomers from Europe are notoriously 
likely to get bacillary dysentery within a short time after their 
arrival. It would probably be no exaggeration to say that all get 
it. Immunity to the local strain is soon acquired. In the case 
of “permanent” presidents, a holiday visit to a hill-station or 
to a distant part of the country is likely to entail an unwelcome 
but inevitable introduction to a different strain of the causative 
bacillus, manifested by another attack of dysentery. These are 
commonplace facts known to discerning medical men and 
laymen. 


The remedy is not to. be. sought.in avoiding any particular 
type of food or cooking medium or even in confining one’s 
milieu to international hotels. The disease is an infection 
highly amenable to prompt treatment by sulfaguanidine. If 
this is realized, the need for transoceanic telephone calls or 
rushing from the country in panic never to return need not 
and indeed will not, arise. 

W. B. Roantree, M.D., Kolar Gold Field, 
Champion Reefs, Post Office, South India. 


TULAREMIA 


To THE Epitor:—/n THE JouRNAL Nov. 17, 195] (page 1184), 
in Queries and Minor Notes is a question about tularemia. 
1 treat about 12 cases of tularemia every year in this com- 
munity, and 1 have found that streptomycin, given in a dose 
of 0.3 gm. every 3 hours for a patient weighing 150 lb. (68 
kg.), is very effective. In three to five days all symptoms 
disappear. 

In a serious disease such as tularemia it would not be ad- 
visable to experiment with a dose of 2 or 1 gm. given every 
24 hours. In the treatment of children the fraction by weight 
of the above dose will accomplish the same results, and the 
same is true of a patient excessive in weight. I treated many 
patients for tularemia before the advent of streptomycin and, 
therefore, have been able to compare the effect on the pro- 
longation of the disease of streptomycin therapy and other 
therapy. Results with the use of streptomycin have been amaz- 
ingly good. | would suggest that the patient mentioned be 
given streptomycin, even at this late date. 


G. T. Stewart, M.D., Mena, Ark. 


ANTIBIOTIC THERAPY OR TONSILLECTOMY 


To tHE Epitor:—/n response to the question in Queries and 
Minor Notes in THE JOURNAL (148:978 [March 15] 1952) “Can 
a diseased tonsil be cured by antibiotic therapy without an 
operation?” I wish to report that 1 have had several patients 
in whom antibiotics administered in aerosol form have appar- 
ently cured chronically diseased tonsils with secondary lymph- 
adenopathy. The most important factor is selection of the 
proper antibiotic, which ts best done by culture and in vitro 
inhibition testing. It is also possible that a suitably selected 
antibiotic administered by other means than the aerosol 
method may be effective. 


Samuel J. Prigal, M.D. 
55 Park Ave., New York 16. 


J.A.M.A., Aug. 16, 1952 


GAS EMBOLISM AND THE RUBIN TEST 
To THE Epitor:—/n reply to the question in THE JOURNAL April 


12, 1952 (page 1364), whether gas (carbon dioxide) embolism 
has been seen after tubal insufflation, it is stated that there 
is no record of such an occurrence. May I call attention to 
my report published in THE JOURNAL (89:522-523), Aug. 13, 
1927, in which two cases of death following insufflation of 
the fallopian tubes were reported. In one patient, oxygen was 
used. In the second patient (a 36-year-old white woman), 
carbon dioxide insufflation was done; the tubes were found 
to be closed, and dilatation and curettage were then per- 
formed. The woman collapsed and died on the operating table. 
Necropsy, done a few hours after death, showed the tubes to 
be closed, with blood and gas in the right fallopian tube and 
numerous gas bubbles in the right side of heart, the inferior 
vena cava, and the right femoral vein. 

I thought you would like to be informed of this case to 
keep the record straight. Anent the fatality with carbon di- 
oxide insufflation of the tubes that I reported, Rubin (Fertil. & 
Steril. 3:179, 1952), reported three embolic episodes. Luckily, 
these were not fatal, but they might have been. My case is, 
therefore, within the realm of possibility. To assume the oc- 
currence of an air embolus owing to the curettage is a rather 
specious supposition. How many times after the millions of 
uterine scrapings that have been done has the occurrence of 
an air embolus been reported? This does not defend in any 
way the use of curettage after insufflation. I agree with Rubin 
that carbon dioxide insufflation is the therapy of choice. 1 be- 
lieve the iodized oil method and other methods should be 
used only to determine the exact site of the tubal obstruction, 
if the patient desires operative interference. 


G. L. Moench, M.D. 
27 West 55th St., New York. 


SYPHILOPHOBIA 
To tHE Eprror:—/n THe Journat, March 8, 1952, page 877, 


the answer to a query on syphilophobia states: 

“There are some physicians who feel that if such efforts 
fail, he {the patient) might be given treatment with repository 
penicillin for early syphilis as a psychotherapeutic measure, 
provided there is some chance that this treatment will eradi- 
cate his phobia. Others suggest that placebo injections of 
sterile water would be equally effective.” 

The treatment of a severe phobia such as described in this 
case by penicillin or by placebo injections is illogical. There 
could be no better way of reinforcing and fixing the syphilo- 
phobia than by treating the patient for the nonexistent disease 
that he fears. Confirming his fears by such injections not only 
would not eradicate his phobia but would make subsequent 
psychotherapy just about impossible. 

This patient is in urgent need of psychiatric help. Syphilo- 
phobia in a 30-year-old male after extramarital intercourse 
points to the presence of severe guilt feelings and emotional 
conflict. Such a phobia may, in certain instances, be the first 
symptom of a more malignant condition, such as schizo- 
phrenia. 

Bernard L. Diamond, M.D. 
291 Geary St. 
San Francisco 2. 


To tut Epitor:—This letter concerns a reply to a question about 


syphilophobia, which appeared in the March 8 issue of THE 
JOURNAL under Queries and Minor Notes. 

Certainly the rationale for treating a psychiatric condition 
with penicillin is about as logical as treating a surgical con- 
dition with psychotherapy. | feel sure that most other psychi- 
atrists will agree that the use of penicillin in syphilophobia is 
not only useless but harmful. Statements suggesting a totally 
inappropriate therapy for psychiatric conditions appear all too 
often. Why cannot psychiatric treatment be openly recom- 
mended for an obviously emotional condition? 

Jerome M. Seides, M.D. 
23 Lawrence St. 
Spring Valley, N. Y. 


_ 


